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“4 prtus adi implies exposure, infection and a therapeutic need. 
MAPHARSEN* has filled the requirement for a relatively safe, 
antiluetic agent of unquestioned and proved efficacy in case 

after case, in country after country, in civilian life and for the 
military services, year in and year out—building an unmatched 
record of therapeutic performance. 

MAPHARSEN is one of a long line of Parke-Davis 

preparations whose service to the profession created a dependable 


symbol of significance in medical therapeutics— MEDICAMENTA VERA. 
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MAPHARSEN (3-amino-4-hydroxy-phenyl-arsineoxide 
hydrochloride) in single dose ampoules of 0.04 Gm. and “ 
0.06 Gm.; boxes of 10 ampoules. Multiple dose, 






hospital size ampoule of 0.6 Gm. 


« 
*Trademark Reg. U.S. Pat. Off. a E R » 


PARKE, DAVIS & COMPANY © DETROIT 32, MICHIGAN 



























































Your Ability to Earn 


is your 


Greatest Asset 








* Recent figures from the National Health Survey 
show that the two leading causes of disability are: 


1st—Rheumatism 
2nd—Heart Diseases 
(Either one may disable you for years) 


Protect your earning capacity with long term non- 
cancellable disability insurance. 


Your policy should not be a part of the hazard of 
disability. 

















MASSACHUSETTS INDEMNITY INSURANCE COMPANY 


Ralph H. Brastad, Agency Manager 
1400 RAND TOWER GENEVA 8319 
MINNEAPOLIS 2, MINNESOTA 
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/ST. CROIXDALE ON LAKE ST. CROIX 





MAIN BUILDING—ONE OF THE 5 UNITS IN “COTTAGE PLAN” 
A Modern Private Sanitarium for the Diagnosis, Care and Treatment of Nervous, Mental and Medical Cases 
Located on beautiful Lake St. Croix, eighteen miles from the Twin Cities, it has the advantages of both 
City and Country. Every facility for treatment provided, including recreational activities and occupational 
therapy under trained personnel. lose personal supervision given patients, and modern methods of 


therapy employes. Inspection and codperation by reputable physicians invited. Rates very reasonable. 
{Illustrated folder on request. 


CONSULTING NEUROPSYCHIATRISTS 
RESIDENT PHYSICIAN . 
“" z Wiscoi = { uildin w 
resco ‘onsin ne 
“Pel. 39 Minneapolis, Htenesetn” el. 69 
Tel. MAin 4672 


SUPERINTENDENT 
Ella M. Mackie 
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THIS INFORMATIVE COMPENDIUM 


ON A TIMELY SUBJECT 


— are invited to use the ap- 


pended coupon to request a compli- 
mentary copy of the new brochure 
“Nutrition As A Therapeutic Factor.” 
In a terse, straightforward manner, this 
compendium of current thought pre- 
sents the remarkable strides made during 
the last decade in the use of nutritional 


factors as therapeutic weapons. The pres- 


entation concisely outlines present as- 
pects of nutritional therapy providing 
information and data valuable in every- 
day practice. The applicability of the 
various nutrients in the treatment of dis- 
ease is presented, adding to the practical 
utility of the brochure. The Wander 
Company, 360 North Michigan Ave., 
Chicago 1, Illinois. 


THE WANDER COMPANY, 360 N. MICHIGAN AVENUE, CHICAGO 1, ILLINOIS 
Gentlemen: You may send me a complimentary copy of “Nutrition As A Therapeutic Factor.” 


M.D. 








Address 





City and State. 
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> THE CuTE LITTLE Baby he helped deliver back in 1925 is now suing him 


for $5,000 because of an instrument scar. 


> His state’s 2-year statute of limitations is no help, for the 2 years didn’t 


start ‘til the ‘‘baby’’ was 21. 


> Yet this doctor would lose neither time, money, sleep nor reputation if 
protected by our policy and service (as are thousands of other doctors, for 


about the cost of a good pair of shoes). 


> For the world’s largest legal staff of malpractice experts already would be 
cutting through mountains of conflicting court decisions and anticipating 


schemes that might otherwise ‘‘prove’’ his guilt. 


> All cost of defense against disgruntled patients, even through the court of 
last appeal (including fee of attorney whom you help choose), is paid by us. 


If not acquitted, we also pay the judgment, as provided in our policy. 


Professional Protection EXCLUSIVELY... since 1899 


MINNEAPOULS Office: Robert L. McFerran, Manager, 816 Medical Arts Building, Telephone Atlantic 5724 
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When life is measured in days 


Not years, nor months, but days measure the life of a new-born infant. 
And during the first 30 days when infant mortality is at its highest, 
every effort must be made ‘to minimize the hazards to life. At this crit- 
ical time, the right start off the right feeding can be of vital importance. 


‘Dexin’ ha¢ proved an excellent “first carbohydrate.” Because of its high 
dextrin content, it (1) resists fermentation by the usual intestinal or- 
ganisms; (2) tends to hold gas formation, distention and diarrhea to a 
minimum, and (3) promotes the formation of soft, flocculent, easily 
digested curds. 


Readily prepared in hot or cold milk, ‘Dexin’ brand High Dextrin Carbo- 
hydrate is palatable but not too sweet. ‘Dexin’ does make a difference. 


‘DQ XI oe sen 


BRAND 
Amposition—Dextrins 75% * Maltose 24% * Mineral Ash 0.25% * Moisture 
0.75% * Available carbohydrate 99% « 115 calories per ounce « 6 level packed 


tablespoonfuls equal 1 ounce « Containers of twelve ounces and three pounds « 
Accepted by the Council on Foods and Nutrition, American Medical Association. 
‘ ‘Dexin’ Reg. Trademark 


Literature on request 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., 9 & 11 East 41st St., New York 17, N.Y. 
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CEX-ERIENCE 4S THE GES] TEACHER / 


Accor ding load Vecent Doctors too smoke 


° . » for pleasure. Their 
Nationwide SHI Lo : ; taste recognizes and 


appreciates full,rich 

flavor and cool mild- 

ORE Of i ORS fs ness just as yours 

\) =e does. And when 

es : f- . three independent 
SMOKE CAMELS veces: 
tions asked 113,597 doctors — What cig- 


arette do you smoke, Doctor? —the brand 


than ahiy OT cigarette named most was Camel! 
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XPERIENCE 
TAUGHT MILLIONS 


the Differences in Cigarette Quality 





...and now the demand for Camels— 
always great—is greater than ever in history. 


URING the war shortage of cigarettes cigarette agrees with me”...or...““That one 
... that’s when your “T-Zone” was doesn’t.” 

really working overtime. That’s when millions of people found that 
That’s when your Taste said, “I like this. their “T-Zone” gave a happy okay to the 
brand”...or...“That brand doesn’t suit rich, full flavor and the cool mildness of 
me.” That’s when your Throat said,“This Camel’s superb blend of choice tobaccos. 
And today more people are asking for 
Camels than ever before in history. But, 

no matter how great the demand: 


We do not tamper with Camel quality. We use 
only choice tobaccos, properly aged, and 
blended in the, time-honored Camel way! 


will tell you... 
T FOR TASTE... 
T FOR THROAT... 
Thats your proving ground 
for any care 
if Cam — 
suit your T-ZOne’ 
Mo aT" 


R. J. Reynolds Tobacco Company 
Winston-Salem, North Carolina 
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EASE AND ECONOMY OF USE 


Specification of CARTOSE* as the 
mixed carbohydrate for infant feed- 
ing formulas provides ease and econ- 
omy of use. The liquid form of this 
milk modifier permits rapid, accurate 
measurement, thereby avoiding 
waste. 

Double protection against con- 
tamination is afforded by: (1) the 
narrow neck of the bottle, preventing 
spoon insertion, and (2) the press-on 
cap, assuring effective resealing. 


CARTOSE supplies nonferment- 








——— H. W. KINNEY & SONS, —=( 3 


wedemerk 
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able dextrins in association with mal- 
tose and dextrose . . . a combination 
providing spaced absorption that 
minimizes gastrointestinal distress 
due to fermentation. 

Available in clear glass bottles 
oy ety 1 pt. © Two tablespoonfuls 
(1 fl. oz.) provide 120 calories. 


@ CARTOSE 


U.S. Pat. OFF, 


Mixed Carbohydrates 


*The word CARTOSE is a registered trademark of H. W. 
Kinney & Sons, Inc. 








COLUMBUS, INDIANA 
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Demerol, the potent, synthen ea gesic, spasmolytic 

and sedative, relieves labor pains pram sthyand effectively 

without danger to mother and child. Theré S fo, weakening 

of uterine contractions, lengthening of labor, tpartum 
complication due to the drug. ‘Bad effects on the n@wpe@rn are 
practically nil: no respiratory depression or asphyxia from $g@ gmuch 


analgesia of the mother. Simplicity of administration is another cé d- 


able feature. Warning: May be habit f6F 
Ampuls (2 cc., 100 mg.); vials (30 cc., 50 mg./cc.). Narcotic blank redt 


detailed literature 


, , 
HYDROCHLORIDE CHEMICAL 
Brand of meperidine hydrochloride (isonipecaine) COMPANY, 
INC. 


DEMEROL, trademark Reg. U. S. Pat. Off. & Canada New York 13, N. ¥. © Windsor, Ont. 
FEpruary, 1947 131 





“amp Anatomical Supports have 
met the exacting test of the pro- 
fession for four decades. Pre- 
scribed and recommended in many 
types for prenatal, postnatal, post- 
operative, pendul bd " 
visceroptosis, nephroptosis, her- 
nia, orthopedic and other condi- 
tions. If you do not have a copy 
of the Camp “Reference Book 
for Physicians and Surgeons,” it 
will be sent upon request. 





HALLMARK AND PRICE TAG: 
Economic conditions have shown 
many swings during the four dec- 
ades of CAMP history. But in the 
rhythm and flow of changing con- 
ditions, CAMP price tags always 
have been and always will be con- 
scientiously based on intrinsic value, 
just as the credo and pledge of the 
CAMP hallmark always have been 
and always will be expressed in the 
superb quality and functional effi- 
ciency of CAMP products. All are 
the measure of true economy to the 
patient. 


CAMP anatomicaL supports 


S. H. CAMP & COMPANY «= Jackson, Mich. * World’s Largest Manufacturers of Scientific Supports 
Offices in CHICAGO + NEW YORK + WINDSOR, ONTARIO «+ LONDON, ENGLAND 
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IT IS 


GOOD PRACTICE 


*...in judging the irritant properties of cigarette 
smoke. . . to base your evaluation on scientific research. 


In judging research, you must consider its source*. 





Puitip Morris claims of superiority are based not 
On.anonymous studies, but on research conducted only 
by competent and reliable authorities, research re- 
ported in leading journals in the medical field. 

Clinical as well as laboratory tests have shown 
Puitip Morris to be definitely and measurably less 
irritating to the sensitive tissues of the nose and throat. 


May we send you reprints of the studies? 


Puictie Morris 


Puitie Morris & Co., Lro., Inc., 
119 Fiern Avenue, N. Y. 


*Laryngoscope, Feb. 1935, Vol. XLV, No. 2, 149-154 . Soc. Exp. i Mod., 1934, 32, 241 
Lsapecede Jan. 1937, Vol. XLVI, No. 1, 58-60 : Vol. 3 , 6-1-35, No. 11, $90-$92. 


TO THE PHYSICIAN WHO SMOKES A PIPE: We suggest an unusually fine new blend—CountTry 
Doctor Pipe Mixture. Made by the same process as used in the manufacture of Philip Morris Cigarettes. 
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Educati 
ucating the public to ‘‘see your doctor” X 
or” 


This is N 
lo. 20 
published in boa —ee ee 
an audience of nd other leadin pro ssion. Ap 
over 23 million vt — it will reach 
pie. 


Pe purrose you have a re throat. 
A friend may tell you how # bad sore throw 
few sulfa tablets—™9Y even offer yr some » 
you ry them. 

To 


For your 


t the guidance, 
procedure than 


a kind on W 


Jnatever. 
drugs ¥ ithow 
hazardous 


taking sulfa 


In any €@54, 
nn ws a far more 


of a physica 
most people realize. 


4 other 
why in many grates the law specihes that sulfa droge ™Y be 
dispensed only on # physician's prescription: 


Your doctor ss the only per 
whether you" ailment 1 0” 
ment with sulfa, and whether yo" at 
h to warrant the use Of sulfa. I 
yarwus sulfa drugs to ust, 


s to take. 
see YOUR pocToR. What 1s true of treating illnesses 
with sulfa 1s true of any form of treatment. n't take 
see your doctor: He is the one 
w on the vital questions 


cines prescribed by physicions 


Mokers of medi 








FOR THE FAILING MYOCARDIUM... 


and in a Matter of Hours 


Six tablets of Digitaline Nativelle (0.2 mg. each) 
usually enable the heart in the throes of decom- 
pensation to cope again with the circulatory 
demands. This total oral digitalizing dose, 
taken at one time, effects complete digitaliza- 
tion in 6 to 8 hours. 


The action of Digitaline Nativelle, the orig- 
inal digitoxin, is virtually free from locally 
induced nausea and vomiting, yet produces all 
the desirable cardiotonic influence of whole 
leaf digitalis from which it is extracted. Initial 
maintenance dose, 0.1 mg. daily; in some pa- 

How Supplied tients 0.05 mg. suffices, in others, 0.2 mg. daily 


Digitaline Nativelle is available may be required. 

through all pharmacies in 0.1 at ' 

mg. tablets (pink) and 0.2 mg. Physicians are requested to send for a complimentary copy of 
tablets (white) in bottles of 40 the brochure ‘‘Management of the Failing Heart’’ and a 


and 250, and in ampules of 0.2 Saad ieitali , i igitali: 
ain ie txbaaientam tans clinical sample of Digitaline Nativelle sufficient to digitalize 
in packages of 6ampules and 50 one patient. 

ampules. Oral and intravenous 

dosage identical. 


VARICK PHARMACAL COMPANY, INC. 
A Division of E. Fougera & Co., Inc. 
75 Varick Street, New York 13, N. Y. 


DIGITALINE NATIVELLE 


REG. U.S. PAT. OFF. 


THE ORIGINAL DIGITOXIN 
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At 12 to 14 years (and during certain other periods 


of development), rapid growth is normal 
growth. But, however normal, swift 
skeletal development poses a problem 





1. Kugeimass, I. N.: 
Newer Nutrition in 
Pediatric Practice, B. 


345 Lippincott, Ph 
adeiphia, 1940 


Wheles 





Peak growth involves peak need for antirachitic protection 
Kugelmass' describes three “spurts” in bodily growth: 
0-2 years, 6-8 years, 12-14 years. 

Significance of these “‘peak-need”’ periods becomes still 
more obvious against the knowledge that a high incidence 
of rickets has been found throughout the years from 2 to 
14—even at those levels characterized by relatively slow 
growth. 

Excellently suited to administration of vitamin D from 
14 days to at least 14 years is White’s Cod Liver Oil Con- 
centrate. It is available in THREE dosage forms (Liquid, 
Tablets, Capsules) well adapted to all types and ages of 
patient. And it provides the vitamins A and D derived 
exclusively from time-proved cod liver oil itself: the stand- 
ard by which the biologic activity of all antirachitic agents 
is measured. 


cod liver oi 
concentrate 


Liquid Tablets Capsules 


Ethically promoted. Council accepted. 
White Laboratories, Inc., 
Pharmaceutical Manufacturers, Newark 7, N. J. 
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NEW AND MODERN HOSPITALS 
beautifully located amid the rolling hills of Golden Valley. 


Only 10 minutes from the Minneapolis loop, the hospitals have 
all the advantages of the rural setting. The spacious and con- 
venient arrangement of physical plant makes the proper classi- 
fication of patients possible. The latest in specialized and 
scientific treatment is emphasized at each of seven separate 
stations. Every facility for comfort and care is insured the patient. 
Available to all reputable members of the medical profession. 





SCHOOL OF PSYCHIATRIC NURSING 
A CAREER IN NURSING OFFERS: 

@ Training in a highly paid profession 

@ Asecure position unaffected by economic depression 

@ Work with skilled professional men and women 

@ The best preparation for marriage 
A one-year course in our School of Psychiatric Nursing is available to 
eligible applicants. All phases of the subject are skillfully presented by a 
capable and experienced faculty. Classroom and laboratory study is 
combined with an interesting program of actual work on the ward... . 
Here is an opportunity to attain a useful higher education—and at the 
same time prepare for a highly paid, interesting and respected career. 


Tuition free. Class pin and diploma awarded on completion of course. 
Write for particulars. 


DIRECTOR, SCHOOL OF NURSING, GLENWOOD HILLS HOSPITALS 
Classes begin January, June, September. JUNE CLASS NOW BEING ORGANIZED 


GLENWOOD HILLS 
‘HOSPITALS 


3501 Golden Valley Road 
Route Seven, Minneapolis, Minn. 























PYOKTANIN SURGICAL GUT 


Plain and Formalized 


Manufactured Since 1699 by 


The Laboratory of the Ramsey County Medical Society 


Packaged dry in hermetically sealed glass tubes in accord- 


ance with the new requirements of the U. S. Pharmacopeceia. 
ee¢e 


Price List 


PLAIN TYPE A NONBOILABLE ~— 
AND 
FORMALIZED TYPE C NONBOILABLE 


000 — 00 —-0—1—2—3 
per dozen strands $2.00 
per dozen strands $3.00 


Special discount to hospitals and to the 
trade. Cash must accompany the order. 


Address 


LABORATORY RAMSEY COUNTY MEDICAL SOCIETY 


Lowry Medical Arts Building, St. Paul, Minnesota 


FOR SALE BY SURGICAL DEALERS AND DRUGGISTS 
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Formutac Infant Food provides a balanced and flexible formula © For further information about 
basis for general infant feeding — both in normal and difficult FORMULAC, and for professional 
diet cases. samples, mail a card to National 


Developed by E. V. McCollum, Formu ac is a concentrated ve panna a yes 


Park Avenue, New York 17, N. Y. 


milk in liquid form, fortified with all vitamins known to be 
necessary for proper infant nutrition. No supplementary vitamin 
administration is .necessary with Formutac. The Vitamin C 
content is stabilized, assuring greater safety. 


The only carbohydrate in Formutac is the natural lactose 
found in cow’s milk—no other carbohydrate has been added. This 
permits you to prescribe both the amount and the type of carbo- 
hydrate supplementation required. 


Formutac is promoted ethically, to the medical profes- 
sion only. Clinical testing has proved it satisfactory in promotin 
normal infant growth and development. On sale in grocery al 
drug stores throughout the country, Formutac is priced within 
range of even modest incomes. 











Distributed by KRAFT FOODS COMPANY 


NATIONAL. DAIRY PRODUCTS COMPANY, INC. 
NEW YORK, N. Y. 
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SPEED 


with ACCURACY 


BIRTCHER 
ELECTROSURGICAL 
UNITS 





are precision-built for 
flawless service: 


% Cutting speed to satisfy the most 
critical requirements whether dry 
field or under water. 


% Control is easy and perfect, in 
cutting and hemostasis, sepa- 
rately or blended together. 


These units meet the * Performance is unfailingly exact. 
Accurate calibration of control 
dials insures precise repetition of 
proved technics. 


most rigorous demands 
and have proved out- 
standing in transure- 
thral prostatic resection. % Dependability is assured. 


AMERICAN MFDICAL ASSOCIATION ACCEPTED 


C. F. ANDERSON CO., INC, 


Surgical and Hospital Equipment 
901 Marquette Minneapolis 2, Minn. 
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Furunculosis .... second in the series: “FACIAL EXPRESSIONS OF SICKNESS” 


From a practical standpoint, the use of penicillin orally should be limited to the infections in which low doses of 


parenteral penicillin have proved adequate; to prophylaxis; and to the convalescent stages of such acute infections as 
furunculosis. Here, when the crisis is past and the fever receded, the use of two tablets (100,000 units) every 
hour or six tablets (500,000 units) at three hour intervals, day and night, for 48 hours is a tested safeguard 


against relapse. For such prophylaxis, tablets of calcium penicillin, 50,000 units each, are available in bottles of 12. 


PENICILLIN TABLETS ORAL by 


LABORATORIES INC. 
SYRACUSE 1, NEW YORK 
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You can write it 
with certainty ... 


Chances are most physicians have never 
visited the pharmaceutical laboratories 
where the medications they use routinely 
are manufactured. You yourself, perhaps 
could not name the scientific staff or de- 
scribe the methods followed in your favorite 
drug house. 


One factor you depend upon — “THE 
NAME OF THE MANUFACTURER.” All 
other factors—laboratory facilities, per- 
sonnel, procedure — are wrapped up in 


THE NAME. 


Physicians have relied on the name DORSEY 
(until recently Smith-Dorsey) for over 38 
years because the factors behind the name 
are right. Dorsey laboratories are fully 
equipped, capably staffed, follow rigidly 
standardized testing procedures throughout. 


When you write the name, do it with cer- 
tainty . . . “Dorsey.” 


THE SMITH-DORSEY COMPANY 
Lincoln, Nebraska ©@ Dallas 


MANUFACTURERS OF FINE PHARMACEUTICALS SINCE 1908 


@ Los Angeles 


ACCIDENT + HOSPITAL +: SICKNESS 


INSURANCE 


FOR PHYSICIANS, SURGEONS, DENTISTS EXCLUSIVE’ ¥ 


SURGEONS 
COME FROM DENTISTS 








$5,000.00 accidental death 
$25.00 weekly indemnity, ‘ 
and sickness 


$10,000.00 accidental death 
$50.00 weekly indemnity, accident 
and sickness 
$15,000.00 accidental death 
$75.00 weekly i _ _ accident 


a 
$20,000.00 accidental 
$100.00 weekly + 7 


ALSO HOSPITAL EXPENSE FOR MEMBERS 
WIVES AND CHILDREN 








86c out of each $1.00 gross income used for 
members’ benefits 


| $3,000,000.00 $14,000,000.00 
| INVESTED ASSETS PAID FOR CLAIMS 


$200,000.00 deposited with State of Nebraska for protection of our members. 
| Disability need not be ineurred in line of duty—benefits from 
the beginning day of disability 
PHYSICIANS CASUALTY ASSOCIATION 


PHYSICIANS HEALTH ASSOCIATION 
45 years under the the same management 


400 FIRST NATIONAL BANK BUILDING ® OMAHA 2, NEBRASKA 





Complete Optical 


Service 


Lens Grinding 
Dispensing 
Contact Lenses 
Eye Photography 


N. P. BENSON OPTICAL 
COMPANY 


Established 1913 


Main Office and Laboratory 
450 Medical Arts Building, Minneapolis 2, Minn. 


Lake Street Office—l1611A West Lake Street 


— BRANCH LABORATORIES — 
Aberdeen - _ Duluth - Eau Claire - Winona 
Bismarck - La Crosse - Wausau - Stevens Point 
Albert Lea - Rapid City - Huron - Beloit - Brainerd 
Rochester 
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HE ADVANTAGES of one-injection control of 

diabetes can, through adjustment of diet and 
dosage, be made available to the majority of 
patients requiring insulin. In view of the con- 
venience and freedom afforded by the unique 
intermediate action of ‘Wellcome’ Globin Insulin 
with Zinc, the necessary adjustment is well 
worth while. Though not a complicated pro- 
cedure, the regulation of carbohydrate balance 
warrants reiteration because of its importance: 


SOME FACTS ABOUT DIETARY ADJUSTMENT: The 
distribution of carbohydrate in the meals must 
be adjusted in accord with the type of action ex- 
hibited by Globin Insulin, which is intermediate 
between regular and protamine zinc insulin. 
Proper carbohydrate distribution with proper 
insulin timing is essential; lack of balance may 
lead to poor control or to an erroneous impres- 
sion of the characteristics of Globin Insulin. 


A good carbohydrate distribution for the patient 
on Globin Insulin is to divide the total carbo- 
hydrate per day into 1/5 at breakfast, 2/5 at 


€ 5% 
© 


Diabetes, diet and 
Globin Insulin... 


lunch and 2/5 at suppertime. This initial diet 
may be adjusted in accord with the indications 
of blood sugar levels and urinalyses. (For ex- 
ample, a low blood sugar before supper indicates 
too little carbohydrate for linch or vice versa. ) 


Globin Insulin is ordinarily given before break- 
fast. Onset of action is usually sufficiently rapid 
to eliminate the need for a supplementary injec- 
tion of regular insulin. However, the amount of 
breakfast carbohydrate should not be too large. 
The right amount, as well as the optimal time 
interval between the injection and breakfast, 
must of course be determined for each patient. 


Since the maximum action of Globin Insulin 
usually occurs in the afternoon or early evening, 
hypoglycemia is sometimes noted at this time. 
As a guard against it, the carbohydrate content 
of the noon meal may be increased, or a midafter- 
noon lunch provided. Thus the original distribu- 
tion of 1/5, 2/5 and 2/5 might, for example, 
require adjustment to 2/10, 5/10 and 3/10 or 
to 2/10,4/10,1/10and3/10. Once the balance 
of carbohydrate intake and insulin timing has 
been established, the patient must be impressed 
with the importance of adhering to the regimen. 


‘Wellcome’ Globin Insulin with Ziric is a clear solu- 
tion, comparable to regular insulin in its freedom 
from allergenic properties. Available in 40 and 80 
units per cc., vials of 10 cc. Accepted by the Council 
on Pharmacy and Chemistry,, American Medical 
Association. Developed in The Wellcome Research 
Laboratories, Tuckahoe, New York. U.S. Patent 
No. 2,161,198. LITERATURE ON REQUEST. 

‘Wellcome’ Trademark Registered 


‘WELLCOME’ 


Globin | Jusulin 


ey BURROUGHS WELLCOME & CQ. (U.S.A.) INC., 9 & Il EAST 41ST STREET, NEW YORK 17, N.Y. 
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Vy 
DEPENDABLE. 
Method 


» combined use of an occlusive diaphragm and vaginal 
jelly remains, in the published opinions of competent clini- 
cians, the most dependable method of conception control. 
Dickinson’ has long held that the use of jellies alone cannot be 
relied upon for complete protection. It is noteworthy that in 
the series of patients studied by Eastman and Scott?, an occlu- 
sive diaphragm was employed in conjunction with a spermi- 
cidal jelly for effective results. Warner’, in a carefully con- 
trolled study of 500 patients, emphasized the value of a 
diaphragm. 

In view of the preponderant clinical evidence in its favor, we 
suggest that physicians will afford their patients a high degree 
of protection by prescribing the diaphragm and jelly tech- 
nique. 

You assure quality when you specify a product bearing the 
“RAMSES”* trademark. 

g. ae tigks. Techniques of Conception Control. Baltimore, Williams and 
2. Eastman, N. J., and Scott, A. B.: Human Fertility 9:33 (June) 1944. 

3. Wasner, M. P.: J..A. M. A. 115:279 (July 27) 1940. 


gynecological division 
JULIUS SCHMID, INC. 


Quality First Since 1883 
423 West 55 Street New York 19, N. Y. 





*The word “RAMSES” is a registered trademark of Julius Schmid, Inc. 


i“ MINNESOTA MEDICINE (¢” 








To restore nasal patency 
in colds and sinusitis... 


Neo-Synephrine decongests promptly . . . clears the nasal airways 
for greater breathing comfort... promotes sinus drainage. Relief 
lasts for several hours. Virtual freedom from compensatory 


vasodilatation precludes development of dependency symptoms. 
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PHEN VOL EPHRINE 


THERAPEUTIC APPRAISAL: Prompt, ADMINISTRATION may be by drop- 
prolonged nasal decongestion without per, spray or tampon, using the 14 % in 


appreciable compensatory recongestion; most cases, the 19 when a stronger so- 
virtual freedom from local and systemic lution is indicated. 


side effects; sustained effectiveness on re- 
peated use. SUPPLIED as 14% and 14% in isotonic 


, ‘ ! saline and 44% in Ringer’s with ard- 
INDICATED for symptomatic relief of matics, bottles of 1 fl. 07.; 149% jelly in 
the nasal congestion of common colds, zz Hi convenient applicator tubes, % oz. 
sinusitis and allergic rhinitis. a ike ; 


DETROIT 31, MICHIGAN 


NEW YORK KANSAS CITY SAN FRANCISCO WINDSOR, ONTARIO SYDNEY, AUSTRALIA AUCKLAND, NEW ZEALAND 


Trade-Mark Neo-Synephrine Reg. U. 8. Pat. Off. 
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COUNCIL ACCEPTED 
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~ For the Failing Heart of Middle Life 
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==" Prescribe 2 or 3 tablets of Theocalcin, t. i. d. After 
relief is obtained, continue with smaller doses to keep 
the patient comfortable. Theocalcin strengthens heart 
action, diminishes dyspnea and reduces edema. 





Brand of theobromi 
Trade Mark reg. U. S. Pat. Off. 
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His work is performed with infinite care . . . But 
he chooses his meals on whim. He eats only the 
foods he likes—a choice of notably limited range. 
The inevitable result is a further increase in the 
ranks of the self-made victims of borderline vita- 
min deficiency. You know many of them: the 
ignorant and indifferent, patients “too busy”’ to 
eat properly, those on self-imposed and badly 
balanced reducing diets, excessive smokers, alco- 
holics, and food faddists, to name but a few. 


First thought in such cases is dietary reform, of 


course. But this is often more easily advised than 
accomplished. Because of this, an ever-growing 
number of physicians prescribe“a vitamin supple- 
ment in every case of deficiency. If you’re one of 
these physicians—or if you prescribe vitamins 
only rarely—consider the advantages of specify- 
ing an Abbott vitamin product: Quality—Certain- 
ty of potency—A line which includes a product 
for almost every vitamin need—And easy avail- 
ability through good pharmacies everywhere. 
Assott Laporatories, North Chicago, Illinois. 


Sify’ Abbott Vitamin Products 
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A REMARKABLE development which 


assures accuracy in auscultatory diagnosis. 


An electronic stethoscope which ampli- 
fies the faint heart and chest sounds you 
wish to. hear while subduing the other 
sounds to convenient levels for com- 
parison. 


Easily detects faint murmurs and dis- 
ease sounds which cannot be heard 
through the old-fashioned acoustic stetho- 


Che Stethetron = «r«. 


A demonstration will convince you. 
By 
MAICO of Minneapolis, 74 So. 9th Street 
j Adams Bros. Distributors Tel. Atlantic 4329 
Maico MAICO of St. Paul, 1108 Commerce Bldg. 
Louis J. Kelly, Mgr. Tel. Garfield 6144 














OMEWOOD HOSPITAL is one of the 
Northwest's outstanding hospitals for the 
treatment of Nervous Disorders—equipped 
with all the essentials for rendering high-grade 
service to patient and physician. 


Operated in Connection with 
Glenwood Hills Hospitals 


HOMEWOOD HOSPITAL 


Corner Penn and Plymouth Avenues North 
Minneapolis 











FOR CONSTIPATED BABIES 
Borcherdt Malt Soup Extract is a 
laxative modifier of milk. One or 
i two teaspoonfuls dissolved in a 
» single feeding produce a marked 
change in the stool. A Council 
Accepted product. Send for free 
sample. ; 
Sa 


BORCHERDT MALT EXTRACT CO., 217 N. Wolcott Ave. “Chicago, iil. 
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North Shore 
Health Resort 


Winnetka, Illinois 


on the Shores of 
Lake Michigan 


A completely equipped sanitarium for the care of 
nervous and mental disorders, alcoholism and drug addiction 


offering all forms of treatment, including electric shock. 


SAMUEL LIEBMAN, MS., M.D. 


225 Sheridan Road Medical Director 


Phone Winnetka 211 











AFTER HOURS A laugh for the Doctor 





























If you care for samples, have your office phone 
or write us. 











HOME BRAND ON THE LABEL MEANS GOOD FOOD ON BABY’S TABLE 


STRAINED 
GRIGGS, COOPER & CO. + TWIN CITIES, TWIN PORTS, FARGO BABY FOODS 
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Why Leemuarin 

in Menopausal Therapy? 
Because it is Orally Effective... 
Rarely elicits Toxic Reactions... 
Produces rapid 


Symptomatic Relief... 





44 
Ga oP 
LICMMUMU UL is a naturally 


occurring conjugated estrogen which is therapeutically effective when administered 
by mouth. It usually produces prompt remission of distressing symptoms, and provides. 
an emotional uplift and feeling of well-being which is gratifying to the patient. 

Toxic effects or even minor unpleasant side reactions are relatively rare. 

Available as: 

Tablets of 1.25 mg.— bottles of 20, 100 and 1000. 

Tablets of 0.625 mg.— bottles of 100 and 1000. | & 


A palatable liquid—containing 0.625 mg. in each teaspoonful (4 cc.), in 4-ounce bottles. 





Conjugated estrogens (equine) 


REG US PAT OFF 


ts ) — 
STpyuttn 


os) Ayerst, McKenna & Harrison Ltd. 


22 EAST 40TH STREET, NEW YORK 16, N.Y. 
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The frcrted wee of tht veletile 
Lalor tages of 0 eatd,wrhiw the 
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Cawthorne,.T.: The Treatment of the Common Cold, Clin. Sup. to King’s College Hosp. Gaz. 18:iil, 


Rapid, prolonged relief setween ote 


treatments, Benzedrine Inhaler, N.N.R., affords quick and effective 
symptomatic relief to those patients whose chief complaint is 
nasal congestion and discomfort. The Inhaler produces a shrinkage 
eqal to, or greater than, that produced by ephedrine—and 
approximately 17% more lasting. 


Each Benzedrine inhaler is packed with racemic amphetamine, $.K.F., 250 mg.; menthol, 12.5 mg. ; and aromatics. 


Benzedrine Inhaler 
a bette meena off sacal medicarind 


Smith, Kline & French Laboratories, Philadelphia, Pa. 





OBJECTS OF CONSTANT RESEARCH 


ILETIN (INSULIN, LILLY) preparations are characterized by their purity, 
stability, and uniformity. They are objects of constant research. 
Through years of experience in the development of production 
methods, packaging, and standardization, Eli Lilly and Company 
has gained an enviable reputation for having served diabetics well. 

Iletin (Insulin, Lilly); [letin (Insulin, Lilly) made from zinc- 
Insulin crystals; and Protamine, Zinc & Iletin (Insulin, Lilly) are 


available in various strengths, subject to the physician’s specifications. 


ELIE LILLY AND COMPANY 


INDIANAPOLIS 6, INDIANA, U. &. A. 





Illustration by Andrew Loomis 





BEHIND THIS Lake Michigan pumping station, just offshore at Chicago, lies 


Preventive techniques have been 
the concern of the ethical pharma- 
ceutical manufacturer as well as of 
the physician. The Lilly Research 
Laboratories devote a generous 
amount of time and effort to fields 
of pure research. In addition, schol- 
arship and research grants are made 
regularly to recognized medical 
schools. 


the city’s famous sky line. Here, within the metropolitan area, almost four 
million people live in close proximity to one another. So pure is the water 
supply that from the millions of city water outlets one may drink with no 
fear of contracting a water-borne disease. Water purification is one of the 
many advancements, frequently taken for granted, for which medical sci- 
ence is chiefly responsible. Through methods worked out by the physician 
and the engineer, people may dwell together in large cities in complete 


freedom from fear of water contamination. 
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THE USE OF INSULIN MIXTURES 


RANDALL G. SPRAGUE, M.D., and LAURENTIUS O. UNDERDAHL, M.D. 
Rochester, Minnesota 


\ URING the first fifteen years following the 
D discovery of insulin in 1921, there was a 
growing appreciation by physicians interested in 
the treatment of diabetes of the shortcomings of 
soluble insulin. The principal of these shortcom- 
ings are related to its brief, intense action. The 
results of this inefficient type of action are the 
necessity for, multiple injections each day in the 
treatment of severe diabetes, the danger of insulin 
reactions due to precipitous falls of the blood sug- 
ar level, and the lapses of control of severe dia- 
betes in the interval between the waning of action 
of one dose and the injection of the next. 

With the introduction of protamine insulin in 
1936, and of protamine zinc insulin shortly after- 
ward, the possibility of modifying insulin in the 
direction of a more prolonged action of lesser in- 
tensity was realized. At that time it was hoped 
that in many of the cases in which multiple injec- 
tions daily of ‘soluble insulin had been required, 
the diabetes would remain under satisfactory con- 
trol with a single injection daily of protamine zinc 
insulin. Unfortunately, in many cases this. hope 
has not been realized, for reasons which now seem 
obvious. Protamine zinc insulin does not have 
sufficient intensity of action to prevent excessive 
glycosuria following the ingestion of food in cases 
of severe diabetes, while its continuing action dur- 
ing the fasting hours of the night may result in 
hypogtycemic reactions while the patient is asleep. 
Among: all the cases in which diabetes is severe 
enough to require insulin, only the relatively mild 


Frew the Division of Medicine, Mayo Clinic, Rochester, Minne- 
ta, 


Read at the meeting of the Northern Minnesota Medical 
socaition, Crookston, Minnesota, August 24, 1946. 
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ones (usually those requiring 20 units or less 
daily) are satisfactorily regulated with a single 
dose of protamine zinc insulin alone with assur- 
afice that nocturnal reactions will be avoided. 

' Thus, it soon became apparent that some com- 
promise Between the short, intense action of sol- 
uble’ insulin and the prolonged; weak action of 
protamine zinc insulin would have greater thera- 
peutic usefulness than either of these two insulins 
alone. Treatment with both types of insulin in- 
jected separately has been widely employed as a 
means of achieving this compromise, but this 
method is objectionable because multiple injec- 
tions are required. Lawrence* of London was the 
first to suggest treating diabetes with a single 
daily injection of soluble and protamine zinc in- 
sulin mixed in one syringe. Following his sug- 
gestion, the Section on Metabolism Therapy of 
the Mayo Clinic has been using such mixtures 
since 1938 in the treatment of many diabetic pa- 
tients. Day-by-day clinical observation and con- 
trolled clinical investigation by ourselves and oth- 
ers have taught us much about the mode of action 
and the clinical applicability of such mixtures. 
The most important single lesson that has been 
learned from observation of patients is that mix- 
tures containing two or three times as much sol- 
uble insulin as protamine zinc insulin are the most 
suitable for the treatment of diabetes which is se- 
vere enough to require the use of mixtures. This 
observation is corroborated by several experimen- 
tal studies, notably those of Colwell and his col- 
leagues. The latter investigators showed that 
definite intermediate effects, in terms of prompt- 
ness, intensity and duration, are not obtained un- 
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til the mixture contains at least as much soluble 
insulin as protamine zinc insulin. By increasing 
the proportion of soluble insulin further, any de- 
sired effect intermediate between those of the two 
kinds of insulin alone can be obtained. 

Colwell’ showed further that when excess solu- 
ble insulin is added to protamine zinc insulin in 
ratios as high as 4:1, virtually no soluble insulin 
remains in the supernatant, and the mixture has 
a monophasic action on injection. In simple 
terms, this means that protamine has a tremen- 
dous capacity to combine with insulin, with the 
result that the insulin in the commonly employed 
mixtures is in a single complex rather than two 
(rapid-acting and slow-acting) compounds. Thus, 
it is not technically correct to speak of the quick 
action of the regular insulin and the slow action 
of the protamine zinc insulin in a mixture. The 
mixture is in reality a single compound which is 
different from either of the component types of 
insulin in that the protamine is more saturated 
with insulin than it is in commercial protamine 
zinc insuln. The result of such saturaton of pro- 
tamine is that insulin is released at a more rapid 
rate than from standard protamine zinc insulin. 


Aims of Treatment 


Let us digress for a moment to consider the 
aims of treatment of diabetes with particular ref- 
erence to the physiologic problem involved in the 
use of insulin in the treatment of diabetes. The 
aim of treatment can be simply stated as being 
the maintenance of health and vigor for a normal 
span of life. This implies avoidance of acute 
complications, such as insulin reactions and keto- 
sis, as well as the chronic degenerative complica- 
tions of the disease, such as retinopathy, neurop- 
athy and intercapillary glomerulosclerosis. At the 
present time it seems that the treatment which is 
most likely to achieve the desired end is that 
which maintains optimal nutrition and reduces the 
excretion of glucose in the urine to the lowest 
possible level consistent with a livable program 
and the avoidance of insulin reactions. Precise 
control of the level of the blood sugar, which in 
some cases can be achieved only by frequent in- 
jections of insulin and bizarre adjustments of the 
diet, and in other cases cannot be achieved at all, 
probably offers no additional advantage. Evi- 
dence is accumulating that even the most precise 
control of diabetes will not always prevent the de- 
velopment of degenerative complications. 
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The theoretical aim in administering insulin to 


the patient who has diabetes is to supplement his 
own endogenous production of insulin in such a 
way as to imitate as closely as possible the secre- 
tion of insulin by the normal pancreas. While 
there is much that is not understood about the 
regulation of insulin secretion, a reasonable phys- 
iologic hypothesis provides useful guidance in the 
administration of insulin to patients. Indirect evi- 
dence suggests that there are two types of secre- 
tion: (1) a continuous slow secretion during 
fasting, which serves to prevent excessive catabo- 
lism of body protein and fat and to maintain the 
blood sugar at a normal level against the various 
factors which tend to elevate it, and (2) an aug- 
mented secretion following the ingestion of food, 
which in most persons prevents the excretion of 
more than small amounts of glucose in the urine. 
An exact imitation of these mechanisms is im- 
possible to attain, but by skillful employment of 
quick and slow acting insulins the physician is 
usually able to achieve a reasonably satisfactory 
approximation of the normal processes. Obvious- 
ly, in the treatment of severe diabetes in which 
most, if not all, of the body’s requirement for 
insulin must be injected, the normal mechanisms 
of insulin secretion will be better imitated by a 
type of insulin which provides both rapid and 
slow actions than they would be by an insulin 
which provides only one of these. 

The principal indication, then, for the use of 
mixtures of protamine zinc insulin and regular 
insulin is diabetes of such severity that glycosuria 
is not adequately controlled and insulin reactions 
are not avoided by the use of a single morning 
dose of protamine zinc insulin of moderate size. 
It would be extravagant to claim that such mix- 
tures solve all the therapeutic problems of severe 
diabetes, for there still remains a small group of 
cases in which insulin reactions and poor control 
of glycosuria continue to be major problems. 


Clinical Use of Mixtures 
The use of extemporaneous rather than fixed 
mixtures of the two types of insulin provides nec- 
essary flexibility of quick and slow action.* The 


*The use of extemporaneous mixtures of protamine zinc insulin 
and soluble insulin in one syringe calls for precautions to prevent 
the introduction of one kind of insulin into the other bottle. An 
appropriate volume of air is first injected into the bottle of prota- 
mine zinc insulin and the needle is withdrawn without permittin 
- insulin to enter the syringe. Then the desired dose © 
soluble insulin is drawn into the syringe in the usual manner. 
After this the needle is again inserted into the bottle of protamine 
zinc insulin and the desired dose is allowed to flow into the 
syringe, overlying the soluble insulin which is already there. The 
two kinds of insulin are mixed by drawing a small bubble. of air 
into the syringe, inverting the syringe several times and then 
expelling the bubble. 
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combined dose is administered in one syringe in 
the morning before breakfast. As previously stat- 
ed, mixtures containing two to three times as 
much soluble insulin as protamine zinc insulin 
have proved to be the most effective in the treat- 
ment of severe diabetes. Of.100 patients who 
were recently treated with mixtures, the ratio of 
soluble to protamine zinc insulin was from 2:1 
to 3:1, inclusive, in eighty-seven (Table 1). The 
more severe the diabetes, or the higher the carbo- 
hydrate content of the diet, the more likely is the 
ratio to be in the neighborhood of 3:1 rather than 
2:1. The strong effects of the mixture prevent ex- 
cessive glycosuria during the day when food is be- 
ing ingested, and the prolonged slow effects pre- 
vent escape from control overnight. 


TABLE I. MIXTURES OF SOLUBLE AND PROTAMINE 
ZINC INSULIN IN 100 CASES OF 
DIABETES MELLITUS 








Ratio of soluble to protamine 
zinc insulin 








As pointed out by Colweli,* problems of insulin 
therapy would be simplified by the marketing of 
a modified insulin having an action like that of a 
2:1 mixture of soluble and protamine zinc insulin, 
in place of the commercial protamine zinc insulin 
which is now available. Such an insulin would 
obviate the need for extemporaneous modifica- 
tion in many cases, as it would fill the needs of 
all the patients who are now successfully treated 
with protamine zinc insulin alone, as well as of 
the majority of the patients who are now treated 
with mixtures. In the few cases in which higher 
ratios of soluble to protamine zinc insulin are re- 
quired, supplementation with additional soluble 
insulin could be readily accomplished in accord- 
ance with the needs of the individual patient. 

Patients. whose diabetes is eventually found to 
be controllable with mixtures in which the ratio 
of soluble to protamine zinc insulin is 1:1 or less, 
usually have relatively mild diabetes, which fares 
equally well with a single small morning dose of 
protamine zinc insulin. The use of varicus kinds 
of insulin in diabetes of different degrees of se- 
verity has been discussed by Wilder® and by 
Sprague.‘ 
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Adjustment of the Dose 


The size of the initial mixed dose in new cases 
depends on clinical judgment and an estimate of 
the fundamental severity of the diabetes. For ex- 
ample, if the patient is an adult whose diabetes 
is anticipated to be basically mild, even though the 
patient may present himself with fairly intense 
glycosuria, the starting dose may be of the order 
of 6 units of protamine zinc insulin and 12 units 
of soluble insulin. If the diabetes is of greater 
severity, as is the rule among children, adolescents 
and young adults, the dose may be of the order of 
12 units of protamine zinc insulin and 24 units or 
more of soluble insulin. Rarely need the total 
initial dose exceed 60 units. Small children can be 
expected to respond to smaller doses than young 
adults. In the absence of ketonuria, caution 
should be exercised in increasing the dose during 
the first few days of treatment, for the full ef- 
fects of the starting dose may not be apparent for 
several days. 

Whatever the initial dose of insulin, subsequent 
adjustments are made on the basis of frequent 
tests of the urine for sugar. Until a satisfactory 
balance is established, the urine is tested four 
times daily. Once reasonable control has been 
achieved, further adjustment of the doses of the 
two kinds of insulin can be made on the basis 
of two daily tests: (1) The test of a fresh speci- 
men} voided in the morning before breakfast is 
a satisfactory criterion of the adequacy of the 
dose of protamine zinc insulin. The dose is ad- 
justed so that there will be no nocturnal insulin 
reactions and no more than traces of sugar in the 
morning specimen. (2) The test of a fresh spec- 
imen voided late in the afternoon before supper 
serves as an index of the adequacy of the dose of 
soluble insulin. The aim is to adjust this dose so 
that there will be few or no insulin reactions dur- 
ing the day and no more than traces of sugar in 
this specimen. 

When it is necessary to increase or decrease the 
dose of insulin, the magnitude of the change 
should depend on several factors. As a rule, the 
larger the dose, the larger the change should be. 
Since most mixed doses will contain approximate- 
ly twice as much soluble insulin as protamine zinc 
insulin, the magnitude of change of the two kinds 
of insulin is kept in about the same proportion. 


+Only if the urine has been recently secreted by the kidneys 
will the urine tests provide accurate information about the state 
of the diabetes at the time when the test is made. To this end, 
the patient is instructed to empty the bladder about thirty 
minutes hefore collecting the specimen for testing. 
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For example, the soluble insulin may be changed 
4 units at a time, and the protamine zinc insulin 2 
units at a time. Very large doses of soluble in- 
sulin may be raised or lowered 6 or 8 or more 
units at a time. Some small children, and a few 
adults, are so sensitive to small changes that al- 
terations in steps of more than 2 units may be 
inadvisable. 

Any rules for adjustment of doses must be 
modified to suit the vagaries of the individual 
case. In some cases of severe diabetes, for exam- 
ple, once preliminary regulation has been com- 
pleted and tolerance has become stabilized, it may 
be wise not to alter the doses of the two kinds of 
jnsulin in spite of occasional intense glycosuria or 
mild insulin reactions, since such transient: fluc- 
tuations may be due to factors other+than insulin. 
Among these factors are emotional disturbances, 
irregularities of rate of absorption of msulin from 
different sites of injection, and variations of food 
intake and physical activity. A sound principle 
in such cases is to find.a dose of insulin which 
provides adequate control on most days and ad- 
here to it until there is good reason to make a 
change. 


Most physicians have had experience with 
cases of severe diabetes in which glycosuria is 


not satisfactorily controlled and insulin reactions 
are not avoided throughout the twenty“four hours 
by the use of a single mixed dose of’ protamine 
zinc insulin and soluble insulin. Control in such 
cases is sometimes improved by the addition of a 
small dose of soluble insulin before supper. 
Usually this dose need not exceed 10 or 12 units. 
Adjustments of dose are then made chiefly in the 
soluble insulin taken in the morning and evening, 
for the dose of protamine zinc insulin can usually 
be kept small and requires little or no alteration. 
The afternoon test of the urine,'and insulin re- 
actions occurring during the day, are the guides 
for adjustment of the morning dose of soluble in- 
sulin. The evening dose of soluble insulin is ad- 


justed on the basis of the morning test of the 
urine and nocturnal reactions. 


Summary 


Mixtures of protamine zinc insulin and soluble 
insulin in proper proportions provide both quick, 
intense action and slow, prolonged action. They 
are more effective than either of the two compo- 
nent insulins alone in most cases of moderately 
severe to severe diabetes. A proper proportion in 
most instances is between 2 and 3 units of soluble 
insulin to 1 unit of protamine zinc insulin. 

Such mixtures attain their greatest effectiveness 
in those cases of moderately’ severe diabetes 
which have long been recognized as being reason- 
ably easy to treat by a variety of therapeutic pro- 
grams involving multiple doses of soluble insulin. 
They do not solve all the problems of insulin ther- 
apy in patients who have severe, “brittle” diabetes 
of the type which has always been difficult to 
control with any program of treatment. 

Extemporaneous mixtures have the advantage 
of flexibility, which makes them adaptable to a 
variety of cases. Such flexibility is desirable as 
it has not been possible thus far to produce any 
single modification of insulin which will fill the 
needs of all cases of diabetes. However, a modi- 
fied insulin having an action like that of a 2:1 
mixture, of soluble and protamine zinc insulin 
could be used without modification in many more 
cases than the standard protamine zine insulin 
which is now available. It could be further modi- 
fied by the extemporaneous addition of more sol- 
uble insulin when necessary. 
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ATOMIC ENERGY—ITS MEDICAL APPLICATION 


A problem of extraordinary importance is before the 
Council on Physical Medicine and the Council on In- 
dustrial Health of the American Medical Association, 
namely, atomic energy and its medical applications. 

At a joint meeting of the two Councils, specialists 
on roentgen rays, radium and atomic energy discussed 
a long-range program for considering the products, the 
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problems and the means of disseminating information. 

The Council on Industrial Health decided to sponsor 
articles on the dangers associated with the manufac- 
ture of radioactive material. The Council on Physical 
Medicine voted to prepare articles for publication in 
The Journal of the American Medical Association on the 
therapeutic and diagnostic uses of radioactive isotopes. 
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THE PRESENT SOUTHERN MINNESOTA MEDICAL ASSOCIATION 


Its Antecedents, Purposes and Character 


CARLE B. McKAIG.. M.D. 
Pine Island, Minnesota 


I] [ is said that excessive preoccupation with the 

ast is an indication of senility and, no doubt, 

this is true. Age dreams of the past while youth 

aliticipates the future with eagerness. However, 
elieve that a reasonable pride in our history 

ard tradition is commendable, and our organi- 
ion has a history of which we may well be 
oud. 

The older members of the association are fa- 

liar with its history. There are, however, those 
vho have become members since the history was 
ast reviewed. This was in 1935, when Dr. M. C. 
l'iper presented an excellent historical sketch. 
li is for the newer members particularly that I 
present this review. 

The present Southern Minnesota Medical As- 
sociation was formed August 3, 1911, at Roches- 
ter. It was brought into being by merger of the 
Minnesota Valley Medical Association and the 
old Southern Minnesota Medical Association. 
The organization thus formed was given the 
name of the latter component association. 


The Minnesota Valley Medical Association 


The Minnesota Valley Medical Association, 
the older of the two components, was organized 


December 1, 1880; at Le Sueur Center. A pre- 
liminary meeting had been held the previous Oc- 
tober in Le Sueur Center. 

It is said that the plan for the organization 
originated with the physicians of Mankato. How- 
ever, Dr. Otis Ayer, of Le Sueur Center, took 
ihe initiative to the extent of writing to a number 
of physicians, requesting their presence at the 
organizational meeting. The original plan speci- 
fied that‘there were to be two meetings a year, 
one of which always was to be held in Mankato. 

This organizational meeting was held sixty-six 

ears ago. To correlate it with national events, 
et me point out that this was only fifteen years 
ifter the close of the Civil War. President Gar- 
ield was in office. The great Indian War of. the 
Northwest was just over, and the country was still 
nourning those who had died at the Battle of the 


Presidential Address, Southern Minnesota Medical Association, 
elivered at Faribault, Minnesota, September 9, 1946. 
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Little Big Horn, in 1876, just four years before. 
To correlate the organizational meeting with con- 
temporary medical history, 1880 was the year in 
which Lord Lister introduced the use of catgut 
in surgery of the vascular system. Only thir- 
teen years had passed since he had published his 
revolutionary paper, “On the Antiseptic Principle 
in the Practice of Surgery,” which marked the 
beginning of modern surgery. ie 

Medical education in the United States was’ in 
a chaotic state:and momentous changes were tak- 
ing place in medical knowledge and practice. The 
earnest men who formed the Minnesota Valley 
Medical Association truly appreciated the vital 
need for an organization which, would further 
medical knowledge. 

Transportation was an important factor and 
was necessarily by railroad. Hence, it was plan- 
ned that the membership of the Minnesota Val- 
ley Medical Association be drawn, in a general 
way, from.those communities which lay along 
the “Omaha Road,” as one portion of the Chicago 
and Northwestern Railroad was called in those 
days. There were thirteen charter’ members but, 
by 1883, the menhbers‘ numbered forty-five. Dr. 
Otis Ayer was elected the first president. Hé had 
been surgeon to the Second Minnesota Regiment 
of Volunteers and he became president of the 
Minnesota State Medical Association in 1877. 
He died in‘ 1889. 

Dr. C. F. Merritt; of St. Pefer, was first treas- 
urer and continued to hold this office through 
the entire existence of the association, and also 
after its merger’ with the Southern Minnesota 
Medical Association, until his death:in 1921. 

At the time of the merger, in 1911, Dr. E. J. 
Davis, of Minnehaha, presented a brief historical 
sketch of the Minnesota Valley Medical Associa- 
tion. He recalled that the original programs had 
consisted entirely of reports of cases. Each mem- 
ber in turn described cases he had encountered in 
his practice since the last meeting and the entire 
membership then discussed each case. Later, 
the meetings:came to assume a more formal char- 


acter, with prepared pape rs and open discussion 
following. . 
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In the same sketch, Dr. Davis also pointed out 
that inasmuch as.money was very scarce and hard 
to obtain in those days, no avoidable expense was 
incurred by the association. In this matter, the 
interests of the young physician were being con- 
sidered particularly, as it was thought that he 
needed the association most and he had the least 
money to pay for its maintenance. It was thought 
that everything should be done to encourage his 
attendance. There were no banquets for this 
reason. The annual dues were 50 cents, with an 
extra assessment of 50 cents whenever the treas- 
ury was empty. 

In 1880, wheat sold for 87 cents per bushel, 
but beef brought $3.66 per hundred weight, and 
pork $5.10 per hundred weight. This was the 
economic background against which the Minne- 
sota Valley Medical Association was founded. 


Members of the association were all pioneers ; 
many were former army surgeons, and some had 
been Indian fighters. Their origins were largely 
in the East. Some were Europeans. They were 
truly representative of the original stock of the 
State of Minnesota. The association was the 
first district medical organization in the state. 


The Old Southern Minnesota Medical 
Association 

The second of the two original component so- 
cieties, the Southern Minnesota Medical Asso- 
ciation, was formed in Winona on July 26, 1892. 
Agitation for formation of this organization ap- 
parently had existed for a long time... For in- 
stance, Mrs. N. H. Guthrie, of the Mayo Clinic, 
while engaged in research on the history of medi- 
cine in Minnesota, discovered an item in the 
Rochester City Post for January 16, 1869. There- 
in it was reported that a communication had been 
received by the Olmsted County Medical Society, 
from Dr. Youmans, of Winona, advocating that 
the Olmsted County Medical Society, which had 
been formed only the previous year, be enlarged 
to include all Southern Minnesota. 


At the first meeting of this old Southern Min- 
nesota Medical Association, a program of five 
papers was presented. It was.as follows: 


Cerebrospinal meningitis—Dr. McGaucHey, Winona 


Less common forms of surgical tuberculosis—Dr. W. J. 
Mayo, Rochester 


Endometritis—Dr. W. T. Apams, Elgin 
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Hypertrophic rhinitis—Dr. H. H. WiTHERSTINE, Roches- 
ter 


Consideration of the knee jerk symptoms—Dr. k. M, 
PueE tps, Rochester 
The meetings rotated among Winona, Rochester 
and Owatonna, and were held annually. 


One of the duties of the secretary was to can- 
vass the members for papers to be presented at the 
annual meeting. Apparently the response was 
good because the papers presented were, for the 
most part, by the members themselves. I think 
our present membership might take a lesson from 
this and give a better response to the request of 
the program committee for papers. It is becom- 
ing increasingly difficult for the committee to ob- 
tain papers from the members. During the entire 
eighteen years of the existence of the old Southern 
Minnesota Medical Association, there were only 
two secretaries: Dr. Adams, of Elgin, and Dr. 
Witherstine, of Rochester. 


The New Southern Minnesota Medical 
Association 

The Minnesota Valley Medical Association and 
the old Southern Minnesota Medical Association 
existed side by side for eighteen years. There 
was considerable duplication of function and over- 
lapping of territory. Many physicians were mem- 
bers of both. A merger of the two associations 
obviously was indicated and was effected, as has 
been said, on August 3, 1911, thirty-five years ago, 
at a meeting in Rochester. An entirely new so- 
ciety was formed but the name, Southern Min- 
nesota Medical Association, was retained, as has 
been pointed out. This name was considered 
appropriate because the object of the organiza- 
tion was to serve the needs of members of the 
medical profession in the southern part of the 
state. 


Dr. L. A. Fritche of New Ulm was the first 
president of the new society. Following the 
merger, the society grew rapidly. Programs be- 
came elaborate and meetings extremely well at- 
tended. Many national figures appeared on the 
programs. For instance, in 1914, the guest speak- 
ers included Dr. Bertram W. Sippy, Dr. Dean 
Lewis, Dr. Allen B. Kanavel, Dr. Oliver S. Orms- 
by, Dr. H. M. McClanahan, Dr. James S. Goetz, 
and Dr. Arthur D. Dunn. 


In 1919 it was apparent to many members that 
the association had become too large and its pro- 
(Continued on Page 173) 
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GLOMUS TUMORS 


Report of Two Cases 
HENRY W. MEYERDING, M.D. and JAMES H. VARNEY, M.D. 
Rochester, Minnesota 


LOMUS tumors may cause excruciating pain. 
Because of their rarity they may remain un- 
recognized for years. Recently we, have operated 
on two patients who had glomus tumors of nine 
and sixteen years’ duration, respectively. In each 
case there was complete relief of symptoms. Early ; 
diagnosis and eradication are dependent on the 
recognition of the lesion by the general practition- 
er when he is consulted. 
Glomus enlargements, or arteriovenous shunts, 

occur normally in skin and subcutaneous tissue. 


‘ They occur most frequently in the finger tips, 


where they regulate temperature when the hands 
are exposed to cold. With increased growth of 
these tumors, they become excruciatingly painful. 
They are usually located under the nail in the vis- 
ible part, or as far back as the root of the nail 
under the skin, where they may be more ob- 
scure. The most common source of. histologic 
material for the study of the glomus has been 
the foot of the goose, where the glomus attains 
a large size normally and maintains the tempera- 
ture of the foot. These shunts never have been 
found in cold blooded animals such as the rep- 
tiles. 

Mason: and Weil’ have written the most com- 
prehensive report on glomus tumors. They 
stressed the wide distribution of the tumors aside 
from the usual subungual location. They found 
the tumors located over the acromion, on the ‘pal- 
mar surface of a finger, in the forearm, in the 
arm at the insertion of the deltoid, in the thigh, in 
the leg, in the knee joint, under the toenails and 
in the sole of the foot. The essential finding which 
should lead one to suspect a glomus tumor is any 
very painful, discreet region of trigger-like pain, 
where a small grayish blue or reddish purple 
nodule can be palpated or seen. In the differen- 
tial diagnosis, subungual hematoma, fibroma, epi- 
thelioma, angioma, neuroma and melanoma have 
been mentioned, but in none of these is there the 
typical paroxysm of pain. 

Treatment of the lesion consists in simple exci- 
sion. The tumors are well encapsulated and easily 
shelled out. Occasionally the tumor may be very 


Dr. Meyerding is in the Section on Orthopedic Surgery, Mayo 
Clinic, and Dr. Varney is a_ Fellow in Orthopedic Surgery, 
Mayo Foundation, Rochester, Minnesota. 
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tiny and found with difficulty. In these cases 
Love?* uses the “pin test,” consisting of locating 
the tumor by. means of a sharp pin; after it is 
found, the pin is.left in place while nerve block 
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Fig. 1. Position and small size of glomangioma, also incision 
for removal. The majority of these tumors are subungual. 


is performed with procaine at the base of the 
finger. In this manner, the lesion can be complete- 
ly removed, as its exact location is known. 


The tumors are essentially neuromyo-arterial 
nodules in the subcutaneous tissue as described by 
Dockerty.* The arteriovenous short circuits con- 
sist essentially of (1) an afferent arteriole, (2) an 
efferent venule, (3) various small connecting 
loops lined by endothelium, the canals described 
by Sucquet-Hoyer. These canals can be opened or 
closed quickly as a result of local nerve reflexes. 
The nodules are usually very small bluish ones 
that are exquisitely tender. Microscopically, there 
are anastomosing vascular spaces, some with thick 
walls, others with thin walls. Around these ves- 
sels there are numerous small cells, which resem- 
ble nevus cells (small with oval nuclei, small nu- 
cleoli and speckled chromatin). Some patholo- 
gists consider these cells to be endothelial in ori- 
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gin; others consider them to be epithelioid cells or 
even myoblasts. Smooth muscle and nerve fibrils 
may be seen intermingled with the other elements. 
The presence of oval, dark-staining cells in a 





Fig. 2. (above) Encapsulated glomangioma showing the general 
architecture with small nests of nevus-like cells in a myxoma- 
tous stroma. Several dilated vascular canals are visible at the 
top of the photograph (x 35). 


Fig. 3. (below) High power detail of the endothelial, nevus- 
like cells comprising the bulk of the tumor (X 1,300). 


vascular network with occasional nerve fibers and 
end organs should determine the diagnosis. 


Report of Cases 


Case 1—A housewife, forty years of age, reported 
at the Mayo Clinic with a history of an excruciatingly 
painful region of the right fifth finger, which was located 
under the base of the nail bed and had been present for 
nine years. The pain occurred with any pressure on 
this region and even the w eight of the bedclothes would 
awaken her At night. "The pain was trigger- -like, sharp 
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and shooting and extended up the finger as far as the 
proximal phalangeal joint. She had noticed that the tu- 
mor turned reddish purple and enlarged during the 
painful spasm. With time, it had shown a slow increase 
in size and had become more painful. If she struck 
the finger the pain was so intense that she would turn 
pale and become faint. It was necessary to immerse 
the hand in as hot water as she could stand in order 
to obtain relief from her pain. The pain was more 
readily precipitated during cold weather than at other 
times. She had consulted a number of physicians dur- 
ing the nine years prior to admission and a diagnosis of 
arthritis of the terminal joint of the fifth finger had 
been made. She avoided shaking hands:and was in con- 
stant fear of the recurrent paroxysms of pain. Physical 
examination revealed a small dusky red tumor under 
the right fifth subungual region. Almost all of it was 
lying under the cover of the skin at the base of the nail 
(Fig. 1). 

The tumor was removed while the patient was under 
regional procaine block and tourniquet. A curved inci- 
sion was used, incising part of the nail and extending up 
into the skin. Immediately beneath the -upper part of 
the matrix could be seen a firm, grayish, rounded tumor, 
5 mm. in diameter, which was dissected free and re- 
moved in toto. The grayish color of this tumor re- 
sulted from pressure under the nail and the tourniquet. 
The pathologist reported this tissue as an encapsulated 
subungual glomangioma (Figs. 2 and 3). The incision 
healed by primary intention and the patient experienced 
complete relief of symptoms. 


Case 2.—A housewife, forty-two years of age, com- 
plained of a painful tumor located on the mesial aspect 
of the distal phalanx of the left index finger, which 
had been present for more than sixteen years and had 
interfered with her .work. It had been operated on 
twice, the last time being about fourteen years prior to 
her admission at the Mayo Clinic. However, the tumor 
had not been located and the patient had not obtained 
relief of symptoms. Examination revealed a mass of 
scarlike tissue, which was tender on palpation. The 
roentgenograms showed this mass to be confined to the 
soft tissues. The roentgenograms of the lungs were neg- 
ative. The blood count, urinalysis and flocculation test 
gave negative results. Excision of the tumor was per- 
formed while the patient was under regional procaine 
block and tourniquet. A small nerve and a blood vessel 
were seen entering the scarlike mass proximally. These 
were cut and tied. The surgeon suspected that the le- 
sion was a neurofibroma but when the pathologist ex- 
amined the tissue, he found that it was a glomus tumor. 
The tumor itself was very small, 1 mm., and was sur- 
rounded by fibrous tissue from previous operations. A 
number of sections had to be cut to find the heman- 
giomatous tissue with the typical oval, dark-staining cells 
of.a glomus tumor. The incision healed by primary in- 
tention and the patient obtained relief from her 
symptoms. 

(References on Page 194) 
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CHRONIC MASTOIDITIS WITH CHOLESTEATOMA AND STENOSIS 


OF THE EXTERNAL AUDITORY MEATUS 
Report of Two Cases 


H. I. LILLIE, M.D., and JAMES B. McBEAN, M.D. 
Rochester. Minnesota 


T TS well known that stenosis of the external 

auditory canals presents a diagnostic problem 
in cases in which pain or discharge is present. 
The following cases are presented with two pur- 
poses in mind: first, to call attention to this 
difficult diagnostic problem, and second, to em- 
phasize the importance of adequate drainage in 
cases of chronic otitis media. 


Stenosis of the external auditory canal may 
be congenital, in which case the patient has no 
symptoms referable to the ear and it is usually 
possible to insert a small ear speculum and obtain 
a reasonably satisfactory view of a normal tym- 
panic membrane. Acute otitis externa frequently 
produces such swelling in the auditory canal that 
inspection of the tympanic membrane is impos- 
sible. In these cases the disease is of short dura- 
tion, the pain is localized in the ear itself and 
there is pain on moving the auricle or pressing 
on the tragus. If-a small speculum can be in- 
serted and the discharge cleaned out, the hearing 
is found to be normal. 

When stenosis is produced by chronic otitis 
media, there will be a long history of discharge 
from the ear. The pain is more deep-seated, the 
patient usually complains of deep headache in the 
temporal and mastoid region, and the hearing is 
usually much diminished. There is no pain on 
movement of the auricle but there may be a deep 
mastoid tenderness. 


Report of Cases 


Case 1—A white man, aged twenty-two years, reg- 
istered at the Mayo Clinic on April 16, 1946. He com- 
plained of discharge from the left ear since the age 
of six years. At that time he had a head injury, was 
not unconscious but was “dazed” for a day or two. 
He did.not remember whether there was bleeding from 
the ear at that time. There had been a constant dull 
ache in the ear for a long time with occasional exacer- 
bation of more severe pain. At the time of examina- 
tion he was having severe steady pain in the ear and 
left side of the head. 

Examination revealed almost complete stenosis of 
the left external auditory canal with purulent, foul 
smelling discharge present. There was profound con- 
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duction type deafness on the left. General physical 
examination gave negative results. On roentgenographic 
examination, sclerosis of the left mastoid was observed. 
On April 18, 1946, the left mastoid was explored through 
a postauricular incision. Hypertrophic osteitis had 
caused considerable sclerosis but there were still a 
large number of cells present, all of which contained 
pus under pressure. These cells were uncovered in the 
mastoid tip, behind and above the knee of the sigmoid 
sinus. In the region of the mastoid antrum a large 
abscess had uncovered the dura of the middle fossa. 
A tract of infected cells was explored inferior to the 
labyrinth leading toward the petrous apex. In the mid- 
dle ear, medial to the stenosis of the external canal, 
was a large cholesteatoma. This was removed. The 
cholesteatoma had caused a large cavitation in the mid- 
dle ear and adjacent tissues. Radical mastoidectomy was 
completed by removing the posterior bony wall of the 
external canal, making one cavity of the external canal, 
middle ear and mastoid cavity. A plastic skin flap 
was cut in the membranous canal and turned back into 
the cavity, which was lightly packed with vaselin gauze. 
The wound was tightly closed. 

The patient’s postoperative course was smooth and 
uneventful. Penicillin, 160,000 units daily, was admin- 
istered. He was dismissed from the hospital on the 
eighth postoperative day and observed in the clinic for 
three weeks. All discomfort and pain had disappeared. 

He was seen again two months later, at which time 
he felt well and made no complaints. The cavity had 
become almost completely epithelized. 

Case 2—A white, married woman, aged thirty-nine, 
registered at the Mayo Clinic on April 15, 146. She 
gave a history of purulent discharge from the right ear 
since an attack of measles when she was eight years 
old. In the past five years she had had four exacerba- 
tions with severe pain, lasting about three weeks and 
relieved when the ear discharged profusely. During 
these episodes the pain was worse at night than during 
the day. - 

Examination revealed severe stenosis of the right 
external auditory canal with purulent discharge present. 
The stenosis prevented examination of the tympanic 


.membrane. There was a moderately severe conduction 


type deafness on the right. General physical examina- 
tion revealed mild asthmatic bronchitis and rheumatic 
mitral endocarditis. On roentgenographic examination 
partial sclerosis of the right mastoid was observed. 
Exploration of the right mastoid process was done on 
April 20, 1946. There was extensive cellular develop- 
ment and the intercellular septa were sclerosed. The 
cells contained greenish brown fluid and thickened mu- 
cous membrane. Cells were removed in the tip, around 
(Continued on Page 165) 
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FURTHER OBSERVATIONS ON THE PROGNOSIS IN ANGINA PECTORIS 
DUE TO CORONARY SCLEROSIS 


A Study of 405 Patients Who Survived Ten or More Years 


GEORGE E. MONTGOMERY, JR., M.D., THOMAS J. DRY, M.B., and ROBERT P. GAGE, M.S. 
Rochester, Minnesota 


1% MAY, 1946, Parker, Dry, Willius and Gage’ 
reported on the survival rate of 3,440 pa- 
tients who had angina pectoris due to coronary 
sclerosis. 


The conclusions of this study, in effect, were: 
(1) the highest mortality rate occurs in the first 
years after the onset of the disease; (2) the 
survival rate was definitely lower when the dis- 
ease manifested itself before patients were forty 
years old than when they were older; (3) the 
survival rate of females was greater than that of 
males; (4) when sclerosis of the choroidal ar- 
teries was associated, the five-year survival rate 
was much lower than it was when this condition 
was absent, and (5) associated cardiac hypertro- 
phy, hypertension (especially hypertension of 
groups 3 and 4 of the Keith and Wagener? classi- 
fication), previous myocardial infarction, conges- 
tive heart failure and significant electrocardio- 
graphic abnormalities (particularly conduction 
defects and disturbances of rhythm) all influence 
prognostic trends adversely. Attention was drawn 
to the curious observation that the inverted T,,, 
pattern seems to be associated with a less favorable 
prognosis than all other types of inverted T wave 
patterns. 


Among this group of 3,440 patients were 405 
who had survived ten years or longer after the 
diagnosis of angina pectoris was made at the 
Mayo Clinic. The following report is based on a 
more detailed analysis of this group. A study 
of data about patients who have survived for a 
long time has the advantage of providing a view- 
point in retrospect which seryes to reflect prognos- 
tic trends. 


When information concerning these 405 pa- 
tients was last received, 281 (69.4 "per cent) of 
the group were still living; fifty-four (13.3 per 
cent) were known to have died of cardiac dis- 
ease; eighteen (4.4 per cent)-had died of other 


Dr. George E. Montgomety, Jr:, is a Fellow in Medicine, Mayo 
Foundation, Rochester, Minnesota; Thomas J. Dry is a mem- 
ber of the Division of Medicine. Mayo Clinic, and Robert P. 
Gage is with the Division of Biometry and Medical Statis- 
tics, Mayo Clinic, Rochester, Minnesota. 
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TABLE I. AGE OF PATIENTS AT TIME OF DIAGNOsIs 
OF ANGINA PECTORIS AT THE CLINIC. 























Age of patients, years Cases Per cent 
20-29 2 0.5 a 
30-39 11 2.7 
40-49 96 23.7 
50-59 177 43.8 
60-69 109 26.9 
70-79 9 2.2 
80-89 1 0.2 
Total | 405 100 
Mean age | a 


55.1 years 





disease, and fifty-two (12.8 per cent) had died 
of unknown causes. 

In general, the age distribution at the time of 
diagnosis at the clinic of this long-surviving group 
(Table I) was similar to that noted by Parker 
and his co-workers' for the entire group, the av- 
erage age being four years younger. However, 
the sex ratio shows an interesting change, for, 
whereas it was reported as 4.3 males to 1 female 
for the whole group, we found that, of the 405 
patients who survived ten years, 292 were men 
and 113 were women, a ratio of 2.6 to 1. This 
change in the sex ratio reflects emphatically the 
well-known fact that’ females who have the dis- 
ease survive much longer than males who have 
the disease. 

As in the original study, we found that those 
patients who had cardiac enlargement, congestive 
heart failure and the more severe type of hyper- 
tension, and those who had choroidal sclerosis, 
did not fare well. They were poorly represented 
among these long survivors. Thus, only sixty- 
eight (16.8 per cent). of the 405 patients were 
found to have had cardiac enlargement; only ten 
patients (2.5 per cent) gave a history indica- 
tive of an episode of congestive failure; only 
seventy-nine patients (19.5 per cent) had hyper- 
tension, and none of these had hypertension 
group 3 or 4. In only fifteen of 237 cases in 
which a record of funduscopic examinations was 
found, was sclerosis of the choroidal arteries 
present at the time of the original diagnosis of 
angina pectoris at the clinic. 
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Influence of Acute Myocardial Infarction 


At the time of the original diagnosis of angina 
pectoris at the clinic, seventy-one patients (17.5 
per cent) had had previous coronary occlusion. 
Only 3.7 per cent of the patients in the group are 
known to have had coronary occlusion subsequent- 
ly. While others may have had unrecognized 
or unreported episodes of myocardial infarction, 
the number is impressively small among those who 
survived for ten years or longer after the diag- 
nosis was made at the clinic. Isolated instances 
of multiple infarction among the long survivors 
provide the exception that proves the rule. 


Electrocardiographic Findings 


A detailed study of the electrocardiagrams was 
made in these 405 cases in an effort to determine 
what, if any, are the significant changes that may 
occur which would aid the physician in giving a 
correct prognosis to the patient suffering from 
angina pectoris. 

In 236 cases (58.3 per cent) in this group, the 
initial electrocardiagram was considered to be 
normal. The electrocardiographic abnormalities 
among the remainder consisted mainly of (1) 
inversions of the T wave, which can be consider- 
ed to be either relics of acute myocardial infarc- 
tion or the result of hypertension; (2) auriculo- 
ventricular and intraventricular conduction dis- 
turbances of various types, and (3) disturbances 
of rhythm (Table II). The relative infrequency 
with which the initial electrocardiogram revealed 
conduction disturbances, and the infrequency with 
which it revealed ectopic rhythm in this long-sur- 
viving group, reflect a significant prognostic trend 
and need no further comment. As far as ab- 
normalities of the T wave are concerned, the point 
worthy of re-emphasis is the infrequency (seven 
cases) with which the inverted T,,, pattern occurs 
in this group in comparison with all other ab- 
normalities of the T.wave. There were thirty 
cases in which the electrocardiographic findings 
became normal after having been found to be ab- 
normal initially. In only one was the original ab- 
normality an inversion of the T,,, waves. The 
remainder of the abnormalities were divided about 
equally among T, inversion, T,,, inversion and 
T....3 inversion. What makes this fundamental 
prognostic difference between this T,,, pattern on 
the one hand and the T, pattern (and for that 
matter other combinations of inversions of the 
T waves) on the other, is difficult to explain. 
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TABLE II. ELECTROCARDIOGRAPHIC FINDINGS AT 
TIME OF DIAGNOSIS IN PATIENTS SURVIVING 
TEN YEARS OR MORE WITH 
ANGINA PECTORIS. 





















































Electrocardiographic findings Cases* Per Cent 
Normal 236 58.3 
Inverted T* 44 10.9 
Inverted T!.? 7 1.7 
Inverted T?.3 43 10.6 
Inverted T1.2,3 14 3.4 
Left bundle-branch block (concordant ) 9 2.2 
Left bundle-branch block (discordant) 1 0.2 
Right bundle-branch block 0 — 
Wide S wave 2 0.5 
Complete heart block 0 woe 
Delayed auriculoventricular conduction 3 0.7 
Auricular fibrillation 3 0.7 








*No totals are given because several of the noncontributory electro- 
cardiographic classifications are omitted. 


In 154 cases, subsequent electrocardiograms 


were available for further study and for ’:com- 


parison with those obtained at the clinic ‘at the 
time of the diagnosis of angina pectoris. 


It is noteworthy that in sixty-seven cases in 
which the original electrocardiogram was normal, 
no significant changes occurred in the subsequent 
electrocardiograms. These sixty-seven cases com- 
prised 70 per cent of those in the group of 154 
cases in which the original electrocardiogram 
was normal. Moreover, in half of the cases 
in which the electrocardiographic findings were 
originally abnormal, they were found to have 
returned to normal at a subsequent examination. 
This illustrates the tendency for the electrocar- 
diographic findings to remain normal or to re- 
turn to normal among the long-surviving subjects 
with angina pectoris due to cordénary sclerosis. 


The prognostic trend in so far as the electro- 
cardiographic criteria are concerned is reflected 
further by comparing the five-year survival rate 
of all patients who had angina pectoris due to 
coronary sclerosis with the survival rate among 
our group who lived ten years or longer (Table 
III). 

Comment 

The normal heart possesses collateral channels 
which may, for the most part, remain function- 
less until occlusive changes in the main arteries 
or their branches stimulate them to supplement 
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TABLE Ill, FIVE-YEAR AND TEN-YEAR SURVIVAL RATES OF PATIENTS HAVING 
ANGINA PECTORIS ACCORDING TO ELECTROCARDIOGRAPHIC 
CLASSIFICATION. 











Trace 
Patients*t 


Lived Ten or More Years 
eee. Diag nosis at 
linic 


Lived Five or More Years 
Following Diagnosis at 


linic Patients*+ 





Numbert Numbert "Per Ce 


Per Cent 





Normal 1,112 





772 69.4 571 236 as 





Inverted T: 445 





190 42.7 214 44 





Inverted T:, 2 





51 22.4 130 7 





Inverted T2, s 





174 47.9 181 43 





Inverted T:, 2, 3 


54 38.6 61 14 








Left bundle-branch block (concordant) 


39 31.0 65 





Left bundle-branch block (discordant) 


33 32.4 19 








Right bundle-branch block 





2 40.0 1 








Wide S wave 


25.0 


14 | 





Complete heart block 














56.0 8 | 
1 | 250 7 0 





*Inquiry as of January 1, 1942. The five-year group includes only those cases in which the diagnosis of angina pectoris was made five or more 
years prior to the time of inquiry, that is, 1936 or earlier; the ten-year group includes only those cases diagnosed in 1931 or earlier. 


+No totals are given because several of the noncontributory electr 





the arterial supply to the myocardium. Herein 
might lie congenital or hereditary factors which 
decide the fate of the individual patient who 
has coronary arteriosclerosis and its complica- 
tions. Because coronary sclerosis is inevitable 
with aging and at times is accelerated by coexist- 
ent disease, such as hypertension, diabetes, 
obesity or myxedema, the future course can well 
be pictured to depend on which process—the 
occlusive or the supplemental—exhibits the great- 
er potentiality toward progression. 


Given an instance in which the arteriosclerotic 
process in itself is diffuse and rapidly progres- 
sive or in which the anatomic arrangement of the 
main coronary arteries is such that the left 
ventricle receives its blood supply almost entirely 
from one or the other of the coronary arteries 
(thus vitiating the establishment of adequate sup- 
plemental circulation should this important chan- 
nel become sclerotic) or in which the clinical 
course is punctuated by repeated episodes of myo- 
cardial infarction, the outlook must of necessity 
be unfavorable. However, given an instance in 
which the occlusive process is slow or limits itself 
to a minor branch of a coronary artery, in which 
the groundwork for collateral circulation is un- 
usually adequate because of a fortuitously favor- 
able anatomic arrangement of the coronary ves- 
sels or in which factors capable of aggravating 
arteriosclerosis are absent, the outlook is more 
favorable and acute myocardial infarction con- 
titutes a much less hazardous event. It is pos- 


164 


aphic ifications are omitted. 


sible that a minor occlusive episode in certain 
instances such as these, may even stimulate the 
establishment of collateral circulation. Therefore, 
the fact that the mortality rate is high in the 
earlier years after the inception of this disease 
is understood readily. In those cases in which 
the coronary circulation is prepared against the 
effects of both gradual and sudden interference 
with arterial supply the patients can be expected 
to survive this stormy period. 


Finally, we can speculate, with some reser- 
vations, on the degree to which treatment in- 
fluences prognosis. Given a large number of 
patients suffering from the same disease who 
can be assumed to receive essentially the same 
treatment what, other than natural endowments 
inherent in coronary circulation, could account 
for the wide variation in the subsequent course? 
One answer might well be the difference in 
ability of patients to make the necessary physical 
and psychologic adjustments which the disease 
imposes. The limiting effect of anginal pain 
ordinarily precludes overindulgence in physical 
activity. Unfortunately, this is not always true of 
overindulgence at the table. Still less can we ex- 
pect successful psychologic adjustments in patients 
already in middle age or older, whose habits have 
become fixed, who often have reached the most 
responsible part of their life and who inherently 
fear the possibility of a cardiac disorder. Fear, 
as a potent vasoconstrictor, can only influence 
the successful establishment of collateral circula- 
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tion adversely and perhaps to an extent more 
lastingly than some other environmental influ- 
ences, not excluding excesses in some habits. 


Summary and Conclusions 


In this report, data concerning 405 cases in 
which the patients survived ten years or longer 
after the diagnosis of coronary sclerosis and an- 
gina pectoris were analyzed. 


The ratio of men to women in this group was 
2.6 to 1. 


This study further revealed that cardiac en- 
largement, coronary occlusion and congestive 
heart failure, when associated with angina pec- 
toris, definitely increase the mortality rate. The 
infrequent occurrence of choroidal sclerosis in 
this group indicates that it is an unfavorable prog- 
nostic finding. 


Not a single patient with hypertension, group 
3 or 4, was represented in this long-surviving 
group. 


The number of cases in which electrocardio- 
graphic findings were normal in this group was 
high. In addition, when initial and subsequent 
electrocardiograms were compared a tendency of 
the electrocardiographic findings to revert toward 
normal was noted in cases in which they were 
initially abnormal. The negative T,,, pattern 
apparently indicates unusually severe damage to 
the heart, because for patients who had this 
abnormality in their initial electrocardiogram, 
the mortality rate was extremely high as .com- 
pared to other patterns which are considered to 
be relics of previous myocardial infarction. 


In the final analysis, the most potent factor 
in determining prognostic trends probably centers 
around the success or failure of establishment of 
adequate intercoronary anastomoses. 
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CHRONIC MASTOIDITIS 
(Continued from Page 161) 


and posterior to the sigmoid sinus, and in the root of 
the zygoma. The dura of the middle fossa had been 
exposed by the disease process in two places. The 
middle ear and external canal medial to the stenosis 
were packed with cholesteatoma, which was removed. 
Radical mastoidectomy was done and a plastic flap was 
turned back from the external membranous canal. The 
cavity was lightly packed and the incision was closed. 
The postoperative course was uneventful and the patient 
was given penicillin, 160,000 units daily, for four days. 
She had no further pain. She returned for observation 
two months later, at which time she felt well. The 
ear canal was open and the mastoid cavity was almost 
dry. 
Comment 


The first patient had been recently discharged 
from the army. While overseas, he had had a 
flare-up in his ear and had been treated for otitis 
externa. The character of his pain and the his- 
tory of discharge for many years should have 
enabled the attending physician to make the diag- 
nosis. In both cases, the severe stenosis of the 
canals had prevented adequate drainage from 
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what otherwise might have been benign otitis 


media. In both cases the infection had spread 
throughout extensively pneumatized mastoid proc- 
esses and had uncovered the dura, forming an epi- 
dural abscess in one case. Irritation of the ex- 
posed dura is the cause of the deep-seated pain. 

In both cases cholesteatoma had formed medial 
to the stenosis of the ear canal. This is due to 
the piling up of desquamated epithelium. 


Summary 


Two cases of extensive chronic mastoiditis with 
stenosis of the external auditory canal are pre- 
sented in which the extensive disease process and 
cholesteatoma are aggravated by lack of adequate 
drainage. In order to prevent extension to intra- 
cranial structures or to the sigmoid sinus, sur- 
gical intervention is urgent in cases of chronic 
otitis media when there is obstruction of drainage 
due to stenosis of the external auditory canal. No 
other type of treatment is adequate. 











POLYNEURITIS 


Differentiation of Infectious Polyneuritis (Guillain-Barré Syndrome) 
and the Neuritis of Porphyria 


MAJOR CHARLES L. YEAGER, Medical Corps, AUS 
Waco, Texas 


r the study of multiple neuritis, two syndromes 
merit careful clinical differentiation: the so- 
called infectious polyneuritis or Guillain-Barré 
syndrome, and the polyneuritis of acute porphy- 
ria. Each has been presented at length iri the lit- 
erature, but a close diagnostic differentiation has 
not been made between them. During an acute 
episode of porphyria, the neuritis may not differ 
from polyneuritis of any cause; but similarities 
are even more striking between the so-called 
acute infectious polyneuritis and porphyria be- 
cause of the obscurity of etiology in both cases, 
the traceable toxic factors in many cases of por- 
phyria, the equally rapid onset of symptoms in 
both cases, and the similarity in length and course 
of the two diseases. However, the difference in 
prognosis is so striking that the two conditions 
should be differentiated early. In infectious poly- 
neuritis, one may feel reasonably assured of re- 
covery, whereas, in porphyria, an ultimate fatal 
outcome is anticipated. 

Several splendid reviews of the literature have 
been written describing infectious polyneuri- 
tis®*?*18 and porphyria,*"’? to which the reader 
may refer for more complete discussion. 


Infectious Polyneuritis (Guillain-Barré 
Syndrome) 

In 1892, Osler*® described a form of acute fe- 
brile polyneuritis with Landry’s ascending type of 
paralysis. In 1916, Guillain-Barré and Strohl’ 
likewise demonstrated cases of supposed infec- 
tious polyneuritis in which the spinal fluid con- 
tained high quantities of protein and low cellular 
content, known as albuminocytologic dissociation, 
which in combination with multiple neuritis has 
come to be known as the Guillain-Barré syn- 
drome. Other terms describing the condition are 
encountered with confusing frequency.”® 

The cause of infectious polyneuritis has not 
been adequately demonstrated. Both Osler™® and 
Guillain® believed that the condition had an infec- 
tious etiology, but Gilpin and his associates* were 
of the opinion that a virus is the causative agent. 
The disease is no respector of persons, and both 
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sexes are affected equally. Although no age is 
exempt, the majority of cases occur in individuals 
between the ages of twenty and forty. There is 
no apparent diathesis for the disease, and the 
strong and otherwise healthy person may be 
struck down. Cases occur both epidemically and 
sporadically, but there is some seasonal variation, 
the greater incidence paralleling upper respiratory 
infections in changeable fall and spring weather. 
Familial and hereditary tendencies are not demon- 
strable. As a rule, psychogenic symptoms and 
personality disturbances are not elicited. 

The Guillain-Barré syndrome is a multiple neu- 
ritis, involving in various degrees the peripheral 


' spinal nerves and nerve roots, as well as the cra- 


nial nerves. Of the cranial nerves, the seventh 
nerves are the most commonly affected, resulting 
in unilateral or bilateral facial palsy. The motor 
nerves are more severely involved than the sen- 
sory. 

Frequently, at the outset, the otherwise healthy 
individual is stricken with an acute upper re- 
spiratory infection which is accompanied by mild 
to moderate fever, malaise and gastrointestinal 
disturbances. The acute episode subsides and 
complete recovery is apparent. 

Within a few days to a few weeks, the first 
signs of neuritis become apparent. Although ul- 
timately impairment of motor nerve function is 
more severe than impairment of sensory function, 
sensory symptoms may appear long before weas- 
ness is noted. At the outset, there are paresthesias 
of the hands and feet, deep aching and tenderness 
of the large muscle groups of the extremities and 
body, and scattered areas of dyseshesia and pares- 
thesia over the body and face. In some cases, 
there is no demonstrable objective sensory deficit 
throughout the course of the disease; in others, 
glove and stocking type of sensory loss develops 
in all modialities. 

Days or weeks after the appearance of sensory 
changes, progressive flaccid paralysis sets in, be- 
ginning in the distal portion of the lower extrem- 
ities or of the lower and upper extremities si- 
multaneously, and spreading proximally in the 
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pattern of Landry’s paralysis. Weakness is usual- 
ly uniformly bilateral, but impairment may show 
unilateral predominance. While the onset of 
weakness is in the fine distal muscles, the large 
proximal muscles of the shoulder and pelvic gir- 
dles, arms and thighs, are most severely affected. 
When the paralysis reaches its maximum, any 
remaining movement is confined to the small 
muscles of the hands and feet. As paralysis as- 
cends, the large muscles of the trunk fail, and res- 
piration is embarrassed by paralysis of the inter- 
costal nerves so that the burden of respiration is 
placed upon the diaphragm. If the diaphragm 
fails, death may ensue. It has been noted that if 
paralysis is sufficiently complete to warrant the 
use of a respirator, death is imminent. 


Development of the disease is dramatic and 
very incapacitating, yet the prognosis is exceed- 
ingly favorable. The mortality rate varies from 
16 to 25 per cent, but good nursing care through 
the critical period in which the patient is help- 
less frequently averts death. A good prognostic 
maxim is that if one is able, by any means, to 
keep the patient alive during the critical period of 
maximum paralysis, complete recovery is reason- 
ably assured. 


All the cranial nerves may be involved. The 
seventh is the most susceptible, resulting in bilat- 
eral peripheral palsy with facial diplegia.1 The 
extrinsic muscles of the eye may become notice- 
ably affected, resulting in partial or complete fix- 
ation of the eyeball. Paralysis of the intrinsic 
muscles of the eye, as well, has been observed. 
Sensation of the face may be changed, both sub- 
jectively and objectively. Hearing is seldom af- 
fected. Involvement of the ninth, tenth, eleventh 
and twelfth nerves present numerous and various 
patterns of disturbance, resulting in deglutition, 
taste loss, taste distortion, increased salivary se- 
cretion and disarticulate speech. 


All deep reflexes are lost, but the superficial 
reflexes are usually preserved. Signs of pyram- 
idal tract involvement are lacking, muscles are 
flabby, and tone is destroyed. The picture is that 
of a lower motor neuron paralysis. 

Accurate co-ordination studies are seldom ob- 
tained because of the marked motor disability. 
Response to galvanic and foradic stimulation is 
reduced or lost. 

Although albuminocytologic disassociation in 
the cerebrospinal fluid is a common finding, the 
phenomenon is by no means constant. The fluid 
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may be under increased pressure. Some of the 
cases described by Gilpin et al* showed choking of 
the optic disc, indicating significant increase in 
intracranial pressure. Systematically, there may 
be evidence of liver and heart damage. 

Pathologic changes are not specific. The periph- 
eral nervous system is primarily involved, re- 
sulting in demyelinization and Wallerian degen- 
eration. Severe neuron changes in the central 
nervous system have been demonstrated. There 
may, be edema of the brain and spinal cord with 
scattered petechial hemorrhages. 

Treatment is supportative, and success hinges 
on skilled nursing care. Although the adminis- 
tration of vitamins is routine, little can actually 
be said in its behalf. Recovery follows with or 
without vitamin intake. The administration of 
beer and salt, although strictly empirical, seems 
to be a pleasant source of vitamins and minerals. 
Physiotherapy helps to maintain muscle tone and 
prepares the individual for more rapid recovery 
when nerve regeneration develops. 


Polyneuritis with Porphyria 


Porphyria is a heredofamilial constitutional 
disorder of pigment metabolism with protean 
manifestations, resulting in excretion of large 
quantities of uroporphyrin and coproporphyrin 
in the urine. 

A red complex pigment termed hematoporphy- 
rin was Originally synthetized by the action of 
strong sulphuric acid on hemoglobin.*:?%?7%-2*_ Tt 
has been demonstrated that hematoporphyrin oc- 
curs normally in small amounts in the urine.***"* 
In 1911, Gunther® described a condition in which 
pigments were excreted in the urine in such large 
quantities that the urine became -a dark bur- 
gundy. wine color. He attributed the condition 
to an anomaly of. pigment metabolism and called 
the disease hematoporphyria. In 1924, Fischer? 
demonstrated that individuals with hematopor- 
phyria excreted gross quantities of uroporphyrin 
and coproporphyrin in the urine but not hema- 
toporphyrin, which apparently does not appear in 
nature but is only a laboratory product. There- 
fore, porphyria is considered the correct termi- 
nology for the disease in question. 

The porphyrias are classified into chronic por- 
phyria, congénital porphyria and acute porphyria. 
Acute porphyria takes on two forms with identi- 
cal clinical manifestations, but presumably the 
acute toxic form is distinguished from the idio- 
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pathic form only by evidence of some toxic sub- 
stance acting as the precipitating agent.» **-° 

Chronic porphyria is a neuropathic disease 
which is manifested by signs of chronic nervous 
system irritation. There are recurrent episodes of 
irritability, restlessness, insomnia and multiple 
vague gastro-intestinal complaints. Porphyrins 
may or may not be excreted in the urine. The 
condition is referred to as “porphyrismis.” Con- 
siderable doubt exists as to whether there is such 
a disease entity. 


Congenital and acute porphyria differ not only 
symptomatically but also, according to the beliefs 
of Gunther,®”® in their basic constitutional dia- 
theses. The underlying abnormal basis of the 
congenital form was referred fo as “porphyrosis” 
and that of the acute form as “porphyrism.” 
Even though, in porphyrosis, manifestations are 
systemic, there is a definite but hidden neuropathic 
constitutional factor. In porphyrism, on the other 
hand, the nervous system is directly involved, 
giving rise to general nervousness, anxiety reac- 
tion, insomnia, irritability, depression and organic 
psychotic reactions (delirium). 

Congenital porphyria, a Mendelian recessive 
disease, dominant in males, is characterized by its 
development in early infancy, the appearance of 
large quantities of porphyrins and other pigments 
in the urine, and photosensitive skin with pur- 
plish brown pigmentation of the skin and teeth. 
The pigmentation is the result of deposits of uro- 
porphyrin I in the sublayers of the skin and teeth. 
Uroporphyrin I is excreted in large quantities in 
the urine. The predominant skin lesions are the 
disfiguring hydro-aestivale or vacciniforme. 
Photosensitivity, in the presence of exposure to 
intense or prolonged light, leads to restlessness, 
generalized pruritis, accelerated pulse and respira- 
tion, weakness, coma and possibly death. Skin 
necrosis may develop secondary to vascular con- 
striction. Recurrent episodes lead to chronic 
hardening of the skin, resembling scleraderma. 

Acute porphyria is inherited as a Mendelian 
dominant, appears later in life, usually during the 
third or fourth decade, is more frequent in fe- 
males than in males in a ratio of 3:1. Photosen- 
sitivity and discoloration of the teeth are rare; 
largely, uroporphyrin III is excreted in the urine. 

Acute porphyria has been subclassified as acute 
idiopathic porphyria and acute toxic porphyria. 
The diseases are indistinguishable. The latter 
differs etiologically in that there is an apparent 
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idiosyncrasy to certain toxic agents, among which 
are acetanilid, nitrobenzol, barbiturates and sui- 
fonamides. Laten forms****:**?" of porphyria have 
been described in which abnormal quantities of 
porphyrins are excreted in the urine in the ab 
sence of of clinical symptoms. Conversely,’ 
characteristic symptoms may appear in the ab 
sence of excretion of porphyrins. The porphyrin 
pigments may appear only during the peak of an 
attack, gisappearing from the urine as symptoms 
subside, or the urine may remain free of porphy- 
rins even during the height of an attack, but the 
symptoms and signs warrant the diagnosis. The 
condition in which porphyrins are not present was 
referred to by Waldenstrom” as “porphyria with- 
out porphyrins.” 

Acute porphyria is really a chronic familial dis- 
ease characterized by exacerbations and remis- 
sions. Family and early personal history indicate 
numerous ill-defined nervous manifestations which 
may be considered in the category of psychoneu- 
rosis. 

The disease is manifested clinically by recur- 
rent colic-like abdominal pain, involving the low- 
er quadrants and centering about the umbilicus 
with radiation to the flanks, thighs or chest. An 
acute episode may be preceded for months by un- 
explained weakness, nervousness, sleeplessness, 
and vague flitting pains in the abdomen and ex- 
tremities. 

The protracted mild illness is followed by sud- 
den onset of severe abdominal cramps, nausea, 
vomiting, severe constipation, accompanied by 
fever and leukosytosis. The abdomen is soft, but 
excruciatingly tender. X-ray of the abdomen re- 
veals dilatation of the duodenum, ileum or large 
bowel. There may be signs of paralytic ileus. 
The general physical examination is usually nor- 
mal. During the attack, the urine is the-color of 
burgundy wine and contains porphyrins. Watson 
and Schwartz”? devised a simple test for porpho- 
bilinogen, a colorless chromogen substance, which 
when found in the urine is pathognomonic of acute 
porphyria, Approximately 80 per cent of indi- 
viduals with porphyria, in contrast to the 20 per 
cent with the Guillain-Barré form of polyneuritis, 
ultimately terminate fatally. 

Common among the neurologic signs is paresis 
and paralysis. Both efferent somatic and effer- 
ent sympathetic motor nervous systems are af- 
fected by the disease. Among the more frequent 
- forms of paralysis is Landry’s ascending type, 
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which may result in death if the respiratory mus- 
cles are paralyzed. Waldenstrom”* and Roth” 
have pointed out that irregular forms of paralysis 
involving scattered groups of muscles are equally 
common. Although subjective sensory symptoms 
in the form of paresthesias occur, in consideration 
of the severity of motor involvement the absence 
of sensory defect is notable. Paralysis is of the 
flaccid type, involving all of the extremities, and 
may involve all cranial nerves, leading to signs of 
acute bulbar palsy with dysphagia, dysphonia and 
asphyxia. All deep reflexes become obliterated, 
but the superficial abdominal and cremasteric re- 
flexes may be preserved. In a number of cases 
described by Gunther,**° anesthesia was wide- 
spread. 

Involvement of the sympathetic nervous system 
as a result of changes in the abdominal autonomic 
ganglia is held responsible for the signs of con- 
stipation, cdlic and paralytic ileus. 

One of the properties of porphyrins is the abil- 
ity to produce spasm of smooth muscle,’* result- 
ing in hypertension, oliguria, neuritis (secondary 
to spasm of the nutrient vessels of nerves) and 
amaurosis (secondary to retinal angiospasm). 

Psychiatric manifestations in porphyria vary 
widely in type and degree and may lead to admis- 
sion to a psychiatric hospital. The organic reac- 
tion type is secondary either to organic cerebral 
damage, as a result of degeneration of the paren- 
chyma, or perhaps to metabolic disturbances. 
Gross evidence of organic damage to the brain 
may be lacking, and in such cases, the condition 
may be confused with the minor psychogenic re- 
actions such as anxiety and hysteria, the impres- 
sion being based on the vague abdominal cramps, 
bizarre patterns of motor weakness and transient 
attacks of amaurosis. These, in addition to a long 
history of functional nervous manifestations in 
the patient and members of his family, and the 
paucity of organic signs by exclusion lead to such 
misinterpretations. 

Pathologic studies in acute porphyria show 
scattered pigment (both iron-free and iron-con- 
taining) throughout various organs. Large quan- 
tities of pigment are deposited in the liver. Vas- 
cular thromboses leading to impairment of func- 
tion of various organs of the body have been 
known to occur. The preponderance of patho- 
logic changes found at autopsy, however, are in 
the nervous system. There are parenchymatous 
degenerative changes in the mixed peripheral 
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nerves, with involvement primarily of motor fi- 
bers, scattered demyelinization, and degenerative 
changes in the cells of the sympathetic ganglia, 
horn cells of the spinal cord, and Purkinje cells 
of the cerebellum. Although the peripheral ner- 
vous system and lower segments of the cord are 
involved more completely than the higher seg- 
ments of the cord, bulbar signs, from time to time, 
are predominant. 


In the congenital forms, pigment is deposited 
throughout the body, and pathologic changes with- 
in the nervous system are minimal. 


Case Reports 


Case J. An enlisted WAC, aged twenty-five, was ad- 
mitted to Lawson General Hospital, June 11, 1944. 

Several days following a cold, the patient noted weak- 
ness and pain in the legs and numbness of the hands and 
feet on May 25, 1944. At that time, examination in the 
infirmary was not remarkable except for a slight drag- 
ging of both feet in walking. Because of increased dis- 
ability in walking, it was felt advisable on May 27 to 
have her admitted to the station hospital. By May 30, 
walking was impossible, but paralysis continued to in- 
crease so that by June 11 it was complete in both lower 
extremities and trunk. Slight movement, however, per- 
sisted in the upper extremities. She could roll her head 
from side to side, but could not raise it. The muscles 
of her face and extrinsic muscles of her eyes were but 
slightly affected. All deep reflexes were absent. Flexion 
of the knee, hip and back was painful. Paresthesias of 
the extremities persisted. Fever and other physical signs 
of acute infection were absent. 

Admission blood count, as well as subsequent blood 
counts, was within normal limits. Urinalysis was re- 
peatedly normal. Examination of the spinal fluid on 
June 11 showed a very slight xanthochromic fluid which 
contained a 169 RBC and an occasional white cell. Smear 
and culture were normal. Sugar was 83 mg. per cent. 
X-ray of the chest on June 21 showed slight atelectasis 
in the anterior-posterior view, but this could not be dem- 
onstrated in the lateral view. Porphyrins were not found 
in the urine. 

A diagnosis of Guillain-Barré syndrome was made. 
The patient remained afebrile. She was treated sympto- 
matically with foot board to the extremities, frequent 
changes of position and high vitamin diet. On two oc- 
casions, she developed dyspnea which was considered due 
to atelectasis, and which disappeared with frequent 
changes in position. By June 25, a month after onset 
of the disease, improvement in strength was noted. 
Physiotherapy, which was begun shortly after admission, 
was continued and by the first of August the patient was 
able to mobilize enough strength to move about the bed 
without aid, but not until September was she able to 
walk without assistance. Improvement in strength con- 
tinued until October 4, at which time a thirty-day fur- 
lough for continued convalescence was granted. She 
returned from the furlough m good condition Novem- 
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ber 3, and after a further brief period of convalescence, 
she was pronounced fit for full duty and was discharged 
from the hospital. 


Case 2. A lieutenant colonel of the Air Corps, aged 
twenty-nine, a white, married man, who had ten and one 
half years of continuous service, was admitted to Law- 
son General Hospital on November 29, 1945. 

The chief complaint on admission was generalized mus- 
cular weakness, numbness of the extremities, face and 
ears, disturbances of taste, and double vision. 

History revealed no evidence of familial or hereditary 
diseases, and his personal history was entirely negative 
with respect to his present illness. He had no unusual 
childhood diseases referable to the nervous system. He 
was a well-educated man who has apparently been ad- 
justed physically emotionally and socially. 

Military service records revealed that he was in the 
tropics in Africa and the China-Burma-India Theater 
from August, 1942, to February, 1944. 


The onset of the present illness is dated to October 
1, 1945, when the patient was admitted to a station hos- 
pital in Illinois because of chills and fever. On admis- 
sion, he was found to have a temperature of 103.8°. 
No cause for the fever was demonstrated, and evidence 
of malaria was lacking. The episode was considered 
an innocuous upper respiratory infection and on October 
7, 1945, he was pronounced cured and returned to duty. 
Upon leaving the hospital he drove to Atlanta, Georgia, 
and remained well until October 14, at which time he 
took a fishing trip with his wife and brother. They 
all drank white mountain corn liquor. The others noted 
no ill effects but on the night of October 14, the pa- 
tient after going to bed feeling well, was awakened dur- 
ing the night with intense nausea which soon gave way 
to protracted vomiting, retching and hiccups. After 
about three hours he was admitted to a station hospital 
near Atlanta, Georgia, and was found to be in partial 
shock. Intravenous fluids were administered with result- 
ing improvement. At that time, he complained of diffi- 
culty in swallowing, but no positive neurologic signs were 
noted. The patient remained in the hospital for four 
days and because of improvement, he was discharged 
to his quarters. 


On October 19, he was cognizant of all food tasting 
like chocolate. During the latter part of the day he was 
overcome by a second attack of nausea, vomiting and hic- 
cups. He felt tingling sensation on the medial aspect of 
the left arm. On October 22, he experienced difficulty 
in focusing his eyes and became aware of double vision 
on looking to the right and left. By then, the pares- 
thesias had spread to involve all extremities and his gait 
was staggering in character. By October 26 weakness and 
ataxia had progressed to an alarming degree and it was 
felt advisable to return him to the hospital. Upon ad- 
mission, the strength of the large muscles of all four 
extremities was found to be noticeably reduced, and the 
extrinsic muscles of the eyes did not function co-ordi- 
nately, although, as yet no objective sensory deficit was 
demonstrable. There was a profound tenderness to deep 
pressure anywhere on the body. All deep reflexes were 
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reduced but the superficial reflexes remained active. 
A positive Lasegue sign was found bilaterally. 

Laboratory studies on readmission were essentially 
normal. Glucose tolerance varied from 108 to 133 milli- 
grams per cent, sugar being found in the urine. On 
October 29, a spinal fluid examination showed a clear 
fluid with 3 lymphocytes, negative globulin, negative 
Wassermann, a gold curve of 0011000000, and a total pro- 
tein of 60 mg. per cent. 

Because of rapidly developing paralysis, the patient 
was transferred to Lawson General Hospital on October 
29, 1945. Upon admission, examination revealed severe 
impairment of the cranial nerves, loss of taste, paralysis 
of the extrinsic muscles of the eyes with immobilization 
of the eyeballs, complete bilateral ptosis, and nearly com- 
plete paralysis of the facial muscles. Generalized weak- 
ness was also progressing. He described paresthesis 
from the toes to the face. Deep muscle tenderness and 
pain upon movement were increasing. The deep and 
superficial reflexes by then were absent. Complete glove 
and stocking anesthesia extending to the mid-thigh and 
mid-arm regions had appeared. Within twenty-four 
hours, the condition had progressed to such extent that 
only the toes of the right foot and the fingers of the right 
hand could be wiggled slightly. Trouble in swallowing 
was encountered and respiration was difficult. Because 
of the graveness of the patient’s condition all precau- 
tions were taken. He remained in this condition until 
the last week in December, at which time some improve- 
ment in strength was noted. From that point on, im- 
provement was progressive and in four months, 80 per 
cent of the lost strength was recoverd, and the only sen- 
sory disturbance was a mild hyperesthesia of the soles 
of the feet. This was considered a Guillain-Barré syn- 
drome, and laboratory studies supported the diagnosis. 

Urine porphyrins were negative. Throat cultures were 
negative. The spinal fluid on October 29 revealed a 
total protein of 60 mg. per cent, and on November 6 the 
total protein was 256 mg. per cent. On February 7, 
1946, the total blood protein was 5.3; serum albumin, 3.7; 
serum globulin, 1.6; nonprotein nitrogen, 34; and urea 
nitrogen, 17. Cerebral spinal fluid examination on Feb- 
ruary 22, 1946, showed 160 mg. of total protein and a 
zone curve of 2211000000. 


Case 3. A twenty-seven-year-old white WAC private 
of English descent, was admitted to Lawson General 
Hospital on April 5, 1945, complaining of paralysis of 
all four extremities and weakness of phonation and deg- 
lutition. At the age of five she had a tonsillectomy; at 
seventeen, an appendectomy; at twenty-five, because of 
irregular menses, a dilation and curretage was done, fol- 
lowing which the menstrual cycle was normal. Her 
mother died at twenty-eight years of age of paralysis, 
the exact nature of which is unknown. The patient was 
ten years old at the time. She had a sister one year 
younger who had been observed in state institutions on 
a number of occasions because of emotional instability. 
There were two younger brothers, apparently healthy. 
The patient occasionally had tantrums which were de- 
scribed by her father as reminiscent of similar attacks 
evidenced by her mother before her death. The. patient 
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completed grammar school but interrupted high school 
to obtain employment as a drill press operator. After 
working a while with a good record, she quit to enter 
the army. 

She enlisted in August, 1944. On January 15, 1945, 
she developed recurrent cramping abdominal pain asso- 
ciated with the passage of about five loose normal-colored 
stools a day. She continued to perform her clerical du- 
ties and on February 6 went home on furlough. The 
abdominal colic continued and at times was severe 
enough to cause her to double up. She vomited occa- 
sionally but sought no medical aid until her return to 
the army air base to which she was assigned. On Feb- 
ruary 24, 1945, she reported to the dispensary and was 
immediately hospitalized. Physical examination, includ- 
ing rectal, pelvic and neurological studies were normal, 
except for generalized abdominal tenderness, most pro- 
nounced in both lower quadrants. She appeared anxious 
and emotionally unstable. She vomited ocasionally but 
had no diarrhea nor fever. 


Laboratory studies were normal except for the urine 
which appeared smoky, was positive for acetone, but 
otherwise was negative. X-rays of the chest and gastro- 
intestinal tract were normal, except for some pyloro- 
spasm, which was not present on subsequent examinations. 


She was given intravenous fluids, barbiturates and 
antispasmodic drugs, in order to relieve symptoms which 
were at first thought to be psychiatric in origin. 

On March 10, the fourteenth hospital day, she stated 
that she was unable to control her arms and legs, which 
had become weak. Movement was choreiform in na- 
ture, and the extremities trembled when motion was 
attempted. The loss of strength was of a bizarre nature 
in that she could not rise from a chair, but if assisted 
to a standing position, she could walk the length of the 
ward. The diagnosis of hysteria was seriously enter- 
tained. On March 14, she developed bilateral flank pain, 
blood pressure of 160/120, and the urine revealed 2 
plus albuminuria, 3 to 4 white blood cells per high-pow- 
ered field, and a specific gravity of 1.023. Repeated 
tests resulted in similar findings. The blood nonprotein 
nitrogen and urea were normal. A spinal puncture was 
performed on March 29 with normal findings through- 
out. During the next few days her symptoms improved. 
She vomited less and complained of less abdominal 
pain. The blood pressure fell to 132/100, but there were 
no changes in the urine findings. Neurological exami- 
nation showed loss of all deep reflexes except the knee 
jerks which could be elicited if re-enforced. Her tem- 
perature occasionally rose to 100° F. in the afternoon. 
Considerable wasting of the extremities and apparent 
weight loss were noted, although the weight was not 
recorded. 

On April 4, she was seen to pass dark colored urine 
which contained neither blood nor bile. Ehrlich’s test 
for porphorobilinogen was positive. The diagnosis of 
acute porphyria was made, and the patient was transfer- 
red to Lawson General Hospital. 

Previous clinical and laboratory findings were con- 
firmed. The systolic blood pressure remained at 130 to 
140 mm. and diastolic at 108 to 110. She lost the abil- 
ity to phonate and could not talk above a whisper. 
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Neurological examination revealed widespread flaccid 
paralysis of the lower motor neuron type. The muscles 
of the palate moved normally. The vocal cords were 
completely paralyzed. An electrocardiogram was normal. 
Examination of the urine was positive for porphoro- 
bilinogen. Coproporphyrin was observed spectroscopi- 
cally in the urine on mutiple occasions. Uroporphyrin 
was not found. The color of the urine varied from 
normal to dark wine color. Total plasma protein, albu- 
min-globulin ratio, and the blood count were normal. 


She had recurrent bouts of bilateral flank pain, ano- 
rexia, and abdominal cramps, which were usually ac- 
companied by the excretion of dark urine. Her cough 
was weak. She suffered several disturbing episodes of 
cough and dyspnea, associated with the aspiration of 
mucus, which were relieved only by a motor-driven suc- 
tion apparatus. She required constant vigil by special 
nurses because she could not call out, nor could she 
control her arms enough to ring a bedside bell. During 
the early part of her hospitalization she took food and 
fluid poorly because of dysphagia. Her diet was aug- 
mented by intravenos fluids and parenteral vitamin con- 
centrates. She was fitted with braces for the extremi- 
ties and a special wheel chair was devised. Amenorrhea 
has been present since January. During June and July; 
muscle strength gradually, although incompletely, re- 
turned. The muscles of the trunk, shoulders, and pelvic 
girdle became stronger, but there was little improvement 
in the small muscles of the hands. The voice returned 
to a hoarse whisper; appetite, vigor, and spirits became 
much better. The patient was transferred to a veterans’ 
facility near her home. 


A diagnosis of acute porphyria was made and sub- 
stantiated. 


Case 4. <A private in the Army Air Forces ground 
crew, aged eighteen, white, with three months of serv- 
ice, was admitted to Tawson General Hospital, December 
19, 1945. His chief complaints were “spells,” weakness, 
and “passing out.” The patient’s history revealed that 
he had had pain in his back and flanks since early child- 
hood. A doctor had stated that he had “kidney trouble” 
of some type. He suffered pneumonia at the age of elev- 
en years and had had enuresis since early childhood. 
The patient, however, stated that he never recalled pass- 
ing any dark colored urine. However, he was not a 
good witness and his statements were vague. From the 
age of twelve, he suffered recurrent abdominal cramps 
of sufficient iniensity to immobilize him in a flexed posi- 
tion. At the age of fifteen, he began to have vague 
fainting spells beginning with hot and cold sensations 
followed by dizziness and unconsciousness. They had 
not been: accompanied by convulsions, biting of the ton- 
gue, nor loss of control of the bladder. These attacks 
had occurred from two or three times weekly to every 
three or four months. The patient quit school in the 
ninth grade to work as a constructor and mechanic. He 
did this to help support his family, but he also stated 
that school was difficult for him and he did not enjoy it. 
For many years he had been shaky, shy and introverted. 
He did not enjoy mixing with people and was afraid 
of the opposite sex. The patient sfated that throughout 
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his life he had had peculiar experiences, had thought he 
heard footsteps behind him but, upon looking around, 
no one was there. Also, on occasions he had heard his 
name called when no one was near. The family his- 
tory was contributory, in that the father had suffered 
from stomach trouble for many years, had been wounded 
in the last war and had been hospitalized frequently. 
The mother suffered from asthma and had had numerous 
“nervous breakdowns.” But as far as could be deter- 
mined, there was no family history of epilepsy or mental 
disease. Two brothers and one sister were in good health. 

The military history was short. He stated that he 
came into the army in September, 1945, but he did not 
recall the date. He began basic training but said he 
“couldn’t take it” because of headaches and swollen 
throat. He had always had physical complaint, but the 
strenuous activity of basic training accentuated his symp- 
toms. Before and after coming into the army, he suf- 
fered from episodes of crying, and since being in the 
army he had had three occasions when he would break 
down crying, which led to a fainting spell. 

The present illness began while en route from Camp 
Chaffee, Arkansas, to Keesler Field, Mississippi, when 
he developed headache, malaise, chills, fever and sore 
throat. He was admitted to the station hospital, where 
he was treated for severe pharngitis with sulfa drugs 
and penicillin. Improvement was rapid and he was dis- 
charged in several days from the hospital. Repeated 
throat cultures were negative. He was readmitted on 
November 18, 1945, because of persistence of the same 
symptoms and an additional complaint of unsteadiness 
on his feet. On this admission, he was found to be 
ataxic and to walk with a wide gait. There was mod- 
erate in-co-ordination of the upper extremities. Further 
neurologic examination revealed Rhombergism, astereog- 
nosis, and abscence of the deep reflexes. The patient 
complained of a burning sensation in the feet which 
made walking uncomfortable. Deep sensibility, especial- 
ly vibration, was impaired but superficial sensation was 
spared. All findings were more pronounced on the left. 
There was hesitation and blocking of speech. 

The general physical examination was normal. An 
electrocardiogram showed evidence of left axis deviation. 
Laboratory studies at Keesler Field revealed. normal 
blood and urine, and the spinal fluid pressure was normal. 
Globulin was negative and total protein was 59 mg. per 
cent. Only two white blood cells, lymphocytes, were 
found. 

The patient was then transferred to Lawson General 
Hospital on December 19, 1945. Upon admission, he 
continued to show ataxia and in-co-ordination, progres- 
sive weakness of the legs, and complete loss of deep ‘sen- 
sibility. On January 14, the spinal fluid showed 128 
mg. percent total protein, with a gold curve of 3322- 
100000; globulin was negative and there were 3 lympho- 
cytes. All other laboratory studies were within normal 
limits. 

As the case progressed, further studies were obtained, 
and an alert ward man stated that he was afraid that the 
soldier was suffering from a kidney disease because his 
urine was very dark red. This led to further investi- 
gation, and the urine was found to be positive for hema- 
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toporphyrins. Uroporphyrin and coproporphyrin wer 
negative. Gastrointestinal examination was negative 
Throat and stool culture were negative. 


Upon admission to the hospital, the patient was men 
tally somewhat confused. He complained of hearin 
voices. He showed tremor of the face and hands, hac 
feelings of insecurity, and manifested evidence of fear. 
Because of some of his reactions, it was thought that he 
might be suffering from an acute schizophrenic reac- 
tion, and confinement on a closed ward was felt to be 
advisable. After about a week, the period of confusion 
and incoherence gradually subsided, and he was released 
to the open ward. His mental reaction was apparently 
acute, and presented a crescendo and diminuendo pat- 
tern. The dark urine was discovered at the height of 
the psychotic episode and at no other time. Porphyrins 
in the urine have subsequently remained negative. 


Comment 


Two cases of infectious polyneuritis and two 
cases of neuritis secondary to porphyria have been 
presented. With respect to the neuritis, the two 
forms are essentially identical, but there are other- 
wise certain fundamental and distinct differences 

Infectious polyneuritis, on the one hand, prob- 
ably results from a virus infection. It follows, 
after some delay, acute upper respiratory infec- 
tion. It occurs in an otherwise healthy individual 
and may be sporadic or epidemic. The neuro- 
logic signs are referable to both the sensory and 
motor peripheral nervous systems, There are few 
general systemic manifestations. Hereditary and 
familial factors are absent. The disease is self- 
limiting and prognosis is good. Complete recov- 
ery may be expected in 75 or 80 per cent of cases. 
Albuminocytologic disassociation in the spinal 
fluid is common but is not always present and por- 
phyrins in the urine are invariably absent. 


Porphyria, on the other hand, is a familial 
hereditary disease, resulting in the production 
and secretion of abnormal porphyrins. There is 
a long-standing family and personal history re- 
ferable to the gastrointestinal and nervous sys- 
tems. There are ill-defined and unexplained epi- 
sodes of nervousness, irritability, insomnia, trans- 
itory blindness, abdominal cramps, and constipa- 
tion. The neurologic signs are referable almost 
exclusively to the peripheral motor nervous sys- 
tem; however, some cases may show sensory 
deficits. Mental symptoms, such as organic de- 
lirium, depressions, disturbances of mental con- 
tent, may be prominent during an acute episode. 
In the spinal fluid, the albuminocytologic disas- 
sociation is seldom noted, but occasionally does 
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appear. Prognosis is grave, and 80 per cent of 
those affected are expected to terminate fatally. 

Other conditions to be differentiated from both 
diseases are hysteria, poliomyelitis, multiple scle- 
rosis, progressive atrophy, periodic family paraly- 
is, diphtheritic polyneuritis, tic paralysis, serum 
paralysis and parotitic paralysis. 

In discussing the four cases which have been 
presented, we have the first two which showed 
fairly clearly the Guillain-Barré syndrome with 
the classical albuminocytologic disassociation, The 
third case was unequivocally an acute porphyria 
with positive clinical and laboratory proof. 

In the fourth case, the diagnosis of porphyria 
The family 
and previous personal histories were filled with 
psychogenic manifestations of the type described 
by Roth.’* From the history of recurrent colic, 
the sudden onset of unexplained neuritis and 
psychosis, and the fact that at the height of 
symptoms the urine was wine-colored and con- 
tained abnormal quantities of hematoporphyrins, 
it is felt that a diagnosis of porphyria, though 
not absolutely proved, was undoubtedly justified 
because of strong presumptive evidence. 


was made for the following reasons: 


Summary 


In conjunction with a brief review of the litera- 
ture, two cases of infectious polyneuritis and two 
cases of porphyria were presented. They have 
been differentiated clinically. A diagnosis was 
made in the fourth case on the basis of clinical 
manifestations, in spite of the fact that absolute 
laboratory evidence was lacking. 

It is felt that in instances of multiple neuritis, 
porphyria should be kept in mind and carefully 
differentiated from other forms of neuritis, espe- 


cially the Guillain-Barré type, because of the ul- 
timate serious prognosis in porphyria. A diag- 
nosis of porphyria in the abscence of excreted 
porphyrins may be made with reasonable accu- 
racy from clinical signs and symptoms. 
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grams too elaborate to serve the purpose for which 
the organization had been formed. | 
apparent that, to some extent, it was duplicating 
the functions of other organizations, such as the 
state medical association and the tri-state asso- 
ciation. The trend of thought among the mem- 
bers was in favor of smaller and more simple 


It was also 


meetings, such as those of more recent years, 
since such meetings permit closer association of 
the members and more individual participation in 
discussion. 


Fepruary, 1947 


The primary object of the organization has been 
improvement of the practice of medicine through 
In this, it 
Of equal im- 
portance, although perhaps intangible, has been 
the inspiration members have derived from ac- 
quaintance with others whose problems and as- 
pirations are identical with their own. I think 
that all old members will agree that the associa- 
tion has been invaluable in furthering this ac- 
quaintance and fellowship. 


dissemination of medical knowledge. 
has been eminently successful. 
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INDUSTRIAL INTEGRATION 


ALBERT E. RITT, M.D. 
Saint Paul, Minnesota 


oi HOSE of us engaged in a part-time or full- 

time industrial program, during the war, and 
because of it, were placed in unusual and strained 
positions. As a result we were forced to “stream- 
line” many of our routine industrial procedures. 
It was expedient and extremely workable to 
place much of the preplacement physical examina- 
tion in the hands of a competent nursing staff. 
This, when properly supervised, resulted in a 
program that was satisfactory, particularly in 
view of the demands made by industry for an 
ever-increasing rate of employment. Inasmuch 
as the rate of “hired-to-terminated” is still high, 
our “streamlined” program is still much in 
vogue. 

The completeness of a physical examination 
need not be judged by the amount of time a 
medical examiner spends with the applicant for 
a job. It makes little difference who asks the 
questions, be it doctor, nurse, social worker, or 
clerk, provided the information gleaned is nega- 
tive. In cases where the information is of a 
positive nature, it then becomes the duty of 
trained personnel to determine the cause and ul- 
timate effect on industry, if said individual be- 
comes placed in industry. Suppose, for example, 
the applicant states in his application blank that 
he is short of breath. It then becomes the duty 
of the interrogator or the medical examiner to 
determine whether this is due to some peculiarity 
of anatomy, i.e., hunchback with a marked scoli- 
osis; congenital or acquired cardiac pathology, 
e.g., rheumatic heart in a young individual, or 
heart muscle failure due to arteriosclerosis in an 
older individual; metabolic, such as one might 
find in a condition of overweight or hyperthyroid- 
ism; infectious, such as tuberculosis of the lungs ; 
or, nutritional or emotional fatigue due to faulty 
dietary habits, shock, or overwork. 


What we, as medical examiners, must attempt 
to do are the basic, indispensable procedures. 
These programs should not be intended to re- 
ject the handicapped or submarginal worker; 
rather, to suit the worker to his most produc- 
tive job in industry and to minimize the defects 
that the worker will attribute to industry when 
this tremendous program once begins to be dis- 
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mantled. It then becomes the duty of the in- 
dustrial physician and surgeon to learn to safe- 
guard the worker in industry from machine and 
material hazards; to supervise environmental 
working conditions; to conserve health and pre- 
serve workability of the employe while at work; 
to restore speedily and properly the injured work- 
er to his former earning capacity; and to be a 
sympathetic yet unbiased appraiser of the amount 
of an industrial disability, being neither for the 
employer nor against the employe. In this posi- 
tion, the surgeon becomes a sort of liaison of- 
ficer between the worker and his job, and there- 
by attempts to atttain 100 per cent efficiency with 
a minimum amount of risk and time lost. 


It is particularly advisable at this time when 
the relationship between the so-called “plant doc- 
tor” and the injured employe is more than ever 
likely to be strained, to redouble the effort to 
bring the worker, management and the doctor 
closer together. In order better to accomplish this, 
it is the duty of the medical department to strive 
to foster that feeling of confidence between the 
staff and the worker to such a degree that there 
will be no doubt in the mind of the worker that 
nothing is left undone to speed the progress of 
his return to his former earning capacity. As a 
further aid in this direction, it is the duty of the 
industrial organization to provide a competent 
and well-trained medical and nursing staff, one 
that becomes known for its ability to carry out 
with dispatch the duties for which it has been 
created. To this end, also, there must be spon- 
sored a much closer co-ordination between the 
industrial and the private physician. tt is fully 
realized that a system in industry can never be 
devised to supplant the duty of the private physi- 
cian. No matter how much industry attempts to 
give the worker, it will be accused of cutting cor- 
ners or being incomplete. Before this can any- 
where near be accomplished, the worker must di- 
vorce from his mind the idea of the “plant doc- 
tor” as a disinterested physician. The worker 
must be made to feel that the physician has his 
interests at heart—that it is the worker who is the 
backbone of the organization. 


Preplacement examinations are made to facili- 
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tate orientation and advancement of the worker 
in accordance with his own physical and mental 
status; to acquaint him with his own physical 
shortcomings; to guide him in improving and 
maintaining good health; to safeguard the health 
and safety of his associates; to discover and to 
control unhealthful exposure; and to assist in di- 
recting the below-par or sick individual into the 
hands of conscientious medical assistance. As 
such, the examination must be accurate in ap- 
praisal, unprejudiced in evaluation, and personal 
in principle. The question naturally arises as to 
the ability of the average worker to select a phy- 
sician either to examine him preparatory to work 
or to treat his industrial ills. True, the worker 
has unlimited confidence in the physician of his 
own choosing, and if he can only be made to ap- 
preciate the effort behind the so-called “plant doc- 
tor,” his familiarity with the operation of the 
plant and materials involved, and the frequency 
with which he sees the same or similar situations 
repeated, he then, and then only, can begin to 
appreciate that perhaps the “plant doctor” is, by 
virtue of all this, somewhat better equipped to 
treat and handle industrial ills. Further, the in- 
dustrial physical examination is not intended to 
be compared with the examination given in pri- 
vate practice. Each has its purpose. The worker 
must also understand that in industry he has the 
right of appeal to his own physician. This should 
be encouraged rather than denied. 


When one considers that maladjustment in in- 
dustry ranks along with accidents and discordant 
interpersonal relationships in creating absentee- 
ism, inefficient work, and low morale, it is easier 
to understand why management might do well to 
insist on proper placement in industry. This fact 
takes on added importance when one further con- 
siders that the average man loses 0.6 day per an- 
num from occupational causes as against 8.8 days 
per annum from non-occupational causes. Multi- 
plying this figure by upward of fifty million peo- 
ple employed, one readily arrives at the staggering 
figure of lost production and lost time. In 1942 
nearly four billion dollars were spent because of 
illness and disability. This figure was slightly less 
than 4 per cent of the total national income. 

In setting up a physical examination program 
with all of its restriction, industry is confronted 
with four possible situations. 


1. There are a sufficiently large number of 
employes seeking employment so that industry 
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may be selective, selecting from only the com- 
paratively small percentage of physically perfect 
applicants. 


2. Industry needs manpower to the point of 
hiring some one for the job, with little regard for 
defects. 


3. Industry may try to be ultra-efficient and 
set up a physical replacement examination that 
loses itself in a multiplicity of wasted effort and 
motions. 


4. Industry may try to be practical, yet effec- 
tive, in uncovering defects of body and mind so 
that neither the employe nor the employer is pe- 
nalized. 


Obviously, Group 1 is neither feasible nor prac- 
tical, nor is it a sign of effective preplacement in- 
terviewing. Yet unless the industrial commissions 
and industry get together it is that group to which 
industry will turn in an attempt to protect itself. 
In so doing, society will bear the burden of un- 
employment and employment costs, and this again 
in turn will be reflected in terms of higher mer- 
chandise prices paid by the consumer. 

Likewise, Group 2 is far from the answer ; and 
yet there are individuals in this group who can 
be suited to industry. 


Group 3 takes on the duties of “Mr. Citizen’s 
private physician, and as such should not come 
under the scope of industrial or preventive medi- 
cine. 


Group 4 then becomes the logical alternative. 
Even here, one must learn to discriminate be- 
tween the prospective employe (the applicant) 
and the one already employed. It is the industrial 
physician’s job to do those things listed elsewhere 
in this paper. Proper preplacement interviewing 
by trained workers therefore bridges one of the 
large gaps in the industrial medical program. 

Mantoux testing is valueless unless correlated 
with an x-ray examination (approximately 60 per 
cent of the adult population is Mantoux positive). 
Wassermann testing is of value in bringing to the 
fore the case of syphilis that is unknown to the 
individual. It protects neither the individual test- 
ed nor the employer and unless repeated may lull 
the patient into a false sense of security. 


In the light of the above there are certain func- 
tions that are musts from the physician’s stand- 
point. He must evaluate: 


(Continued on Page 220) 
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EPITHELIAL NEOPLASMS OF THE APPENDIX 


ARTHUR H. WELLS, M.D., and HAROLD H. JOFFE, M.D. 
Duluth, Minnesota 


Dr. A. H. WELLS: We wish to present briefly four 
cases of epithelial neoplasms of the appendix and dis- 
cuss the associated terms of carcinoid, mucoid carcinoma, 
adenocarcinoma, adenoma, pseudomyxoma peritonei, and 
mucocele of the appendix. 


Case Reports—Clinical Aspects 

Dr. S. W. ARHELGER: (Case 37141) This eighty- 
three-year-old retired housewife had been suffering with 
pain about the umbilicus of two days’ duration. The 
pain moved to the hypogastrium and later became con- 
stantly severe and localized in the right lower quadrant. 
She had vomited greenish material once and had noticed 
mild constipation. Her past history included hospitali- 
zation ten years ago for longstanding severe hyperten- 
sive cardiovascular renal disease and toxic nodular 
goiter. Her blood pressure at that time was 224/122. 
At the time of the last admission it was 180/100; pulse, 
120; respirations, 14; and temperature, 100.4° F. There 
was severe tenderness and rebound tenderness with mod- 
erate muscular spasm in the right lower quadrant. She 
also had percussible enlargement of the heart to the 
left and a systolic mumur, which was maximum at the 
apex and transmitted to the left axilla, but no pulmonary 
rales. The white blood cell count was 12,700 with 74 
per cent neutrophiles. Her blood urea and creatinine 
and urinalysis were essentially normal. An emergency 
appendectomy was followed by an uneventful conva- 
lescence. No further operation was considered advis- 
able. 

Dr. L. L. Merriam: (Case 3038) This sixty-eight- 
year-old housewife claimed some abdominal discom- 
fort since childhood. She hzd been admitted to the hos- 
pital one year before her death with blood in her stools, 
at which time small ulcers in the rectum were de- 
scribed as the source of the blood. Eight weeks before 
her last admission and three months before her death, 
she had an attack of abdominal cramps and diarrhea. 
She noticed loss of weight, poor appetite, abdominal 
“bloating,” and belching. On admission, 4,750 c.c. 
of ascitic fluid was removed from her distended abdo- 
men. Carcinoma cells were found in this fluid. She 
became gradually weaker during her last two months. 

Dr. W. N. Graves: (Case 26912) This thirty-seven- 
year-old forester suffered from pain in the right side 
of the abdomen for twenty-four hours. It began at 
the time of a long auto ride over a rough road. The 


From the Department of Pathology, St. Luke’s Hospital, Duluth, 
Minnesota, Arthur H. Wells, M.D., Pathologist. Clerical As- 
sistance by Miss Faith Gugler. 
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pain was aggravated by walking, and his abdomen 
became sore. Physical’ examination revealed muscular 
spasm and tenderness in the right lower quadrant of 





Fig. 1. Serosal and cut surfaces of an appendix with mucoid 
carcinoma. 


the abdomen, and tenderness to the right on rectal 
examination. He had a white blood cell count of 15,000 
with 70 per cent neutrophiles and a temperature of 
98.4° F. An appendectomy was followed by a rapid 
return to normal activity, 


Dr. A. N. Cottins: (Case 37213) This twenty-one- 
year-old steelworker had a steady dull pain in the 
lower right quadrant of the abdomen for forty-eight 
hours. Physical examination revealed mild tenderness 
in the same area of the abdomen, and his white blood 
cell count was 13,850. An emergency appendectomy was 
followed by a rapid convalescence. 


Pathological Aspects 

Dr. A. H. Wetts: (Case 37141) This appendix (Fig. 
1) measured 7 cm. long and from 1 to 1.5 cm. in diam- 
eter. There was a perforation, 4 mm. in diameter, at 
the distal end at a localized site of suppuration. The 
remainder of the lumen was filled with mucus-form- 
ing anaplastic epithelial cells (Fig. 2) which invaded 
the muscularis. At the proximal end the mucosal glands 
had a papillary adenomatous alteration without invasive 
properties, 

(Case 3038) There was a rather highly anaplastic 
adenocarcinomatous infiltration (Fig. 3) of the walls 
of a swollen (1 cm. in diameter, 6 cm. in length) ap- 
pendix, with an obliterated lumen and an irregular dis- 


tribution of muscle fibers suggestive of a congenital 
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Fig. 2. Typical mucoid carcinoma of the appendix. 


Fig. 4. Typical carcinoid of the appendix. 


anomaly of the appendix. The malignancy had extended 
to regional retroperitoneal lymph nodes and both peri- 


toneal and pleural surfaces. Terminally, she developed 
intestinal obstruction due to malignant adhesions about 
loops of small intestines. 

(Case 26912) This man’s appendix had small clumps 
of highly hyperchromatic, uniformly small, epithelial 
cells (Fig. 4) with both simple glandular arrangements 
and small clumps with palisaded peripheral cells. These 
carcinoid cells were located primarily in the obliterated 
lumen of the distal 1 cm. of the appendix, and a few 
cells had extended into the muscularis. In addition, 
the proximal appendix had a very mild neutrophilic 
infiltration of all layers. 


(Case 37213) This. appendix, 7 cm. in length and 
FEBRUARY, 1947 


Fig. 3. Highly anaplastic adenocarcinoma of the appendix. 


Fig. 5. Papillary adenoma of the appendix. 


0.7 cm. in diameter, had no unusual gross appearance. 
However, histologic sections from near the middle 
revealed a small area of mucosa with a slightly papillary 
adenomatous proliferation of the mucosal glands, of 
neoplastic proportions without malignant invasion (Fig. 
5). There was no inflammatory change. 

In conclusion, these four cases are illustrative of dif- 
ferent forms of epithelial neoplasms of the appendix: 
mucoid carcinoma, adenocarcinoma, carcinoid, and 
adenoma, 


Carcinoid 
Although there is no general agreement as to classifi- 
cation of epithelial malignancies of the appendix, it is 
obvious that carcinoids (enterochromaffin, basi-granular, 
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Nicolas, Kultschitzky, Schmidt and Ciaccio cell tumors) 
should be set in a class by themselves. They have been 
described as often as one in every 200 appendectomies* 
and have been studied in great detail, so that the prac- 
tical aspects of their nature are well known. Carcinoids 
are found 50 per cent of the time in the appendix, 
and the remainder in the ileum, jejunum, stomach, gall- 
bladder, duodenum, Meckel’s diverticulum, cecum, colon, 
and rectum. They most likely develop from the Kults- 
chitzky cells found sparsely scattered in the bases of 
Lieberkuhn’s crypts along the intestinal tract. The 
physiologic function of these cells is not settled. It 
is significant that approximately 25 per cent of the 
recorded!»2:11 carcinoids of the small intestines metas- 
tasize, and some are the cause of death due to their 
malignant nature. Nearly all of those found in the 
stomach and colon tend to metastasize. The same 
tumor in the appendix is much less likely to extend 
beyond this organ. Less than twenty had been reported 
as metastatic by 1942.519 Even when it does reach a 
regional lymph node, it is very likely to remain there 
for many years without harm to the patient.8 Con- 
sequently, for all practical puropses, the surgeon can 
consider carcinoids of the appendix as essentially be- 
nign. However, if recognized at the time of the oper- 
ation, local extensions should be sought for and re- 
moved.5 One should avoid postoperative x-ray ther- 
apy and mental disturbances of the patient concerning 
“cancer.” 
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Other types of carcinoma of the appendix represent 
only about 10 per cent of the total malignancies of 
this organ and are much more serious than the relatively 
common carcinoids. They are more likely to occur 
in the fifth and sixth decades rather than in the third, 
as is the case in carcinoids of the appendix. Unques- 
tionable examples of this smaller group, which is some- 
times called adenocarcinoma, are rare and should be 
reported in the medical literature for future group 
study, reference, and clarification of ‘the’ subject. Uih- 
lein and McDonald* divide their seventeen cases (from 
thirty-one years of appendectomies at the Mayo Clinic) 
into “cystic” and “colonic” types. Although the Lieber- 
kuhn’s glands of the appendix undoubtedly have the 
same potentialities for varieties of epithelial malig- 
nancies as the same glands in the colon and rectum, 
there appears to be a decidedly increased tendency to- 
ward mucoid carcinoma in the appendix. These malig- 
nant cells form mucin and pseudomucin (chemical and 
tinctorial variants of mucus).1° The extension of this 
malignancy to peritoneal surfaces may lead to pseudo- 
myxoma peritonei or “jelly belly.” The abdominal cav- 
ity may become filled with gelantinous material. 


Benign Epithelial Lesions 


Simple mucoceles of the appendix most often result 
from an inflammatory process obliterating the proximal 
lumen. Subsequent secretion of mucus by lining epi- 
thelial cells in the distal lumen may in time rupture 
the atrophic appendix walls and produce pseudomyxoma 
peritonei.* The condition can kill as the result of 
Whether or not this non-neo- 


intestinal obstruction.® 
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plastic lesion (mucocele) becomes malignant, as has 
been theorized,15.16 needs further: confirmation. Fur- 
thermore, it may be very difficult to rife out mucoid 
carcinoma in an apparent case of ruptured mucocele. 
Pseudomyxoma peritonei is most often due to mucin 
secreting, benign or malignant ovarian cysts. 

It is thought that some of the adenocarcinomas have 
their origin in benign papillary adenomas of the ap- 
pendix.14¢ There is much proof of this relationship in 
the colon. Furthermore, the tendency toward multiple 
papillary areas in the colon makes it imperative that 
x-ray studies of the colon be performed in patients 
with adenomas in their appendix, such as in our Case 
37213. Benign papillary adenomas may form mucus 
and distend the appendiceal lumen with this product 
to the point of rupture. Their differentiation from a 
low-grade mucoid carcinoma may be extremely difficult, 
if not impossible. 


Clinical Manifestations 


“It is futile to attempt to make a preoperative diag- 
nosis” of appendiceal tumors.12 The odds favoring 
common lesions with the same manifestations are too 
great. In a review of ninety-six cases? of carcinoma 
of the appendix, 83 per cent of the patients suffered 
from symptoms of appendicitis and 28 per cent had 
symptoms for one year or more. In another report 
of twenty-eight patients!® with appendiceal cancer, the 
chief complaint was pain in the right lower quadrant 
of the abdomen. The associated appendicitis so fre- 
quently found will of course produce all of the signs 
and symptoms of this disease. Rarely a tumor mass 
or blood in the stool may be evident.1* A chronic recur- 
ring ill-defined pain in the appendiceal region is a fre- 
quently mentioned symptom of-carcinoid. In many cases, 
this lesion is entirely clinically quiescent and is described 
as an incidental finding in laparotomies performed for 
other lesions. 


Summary 


1. We have presented four case studies of patients 
with different epithelial neoplasms of the appendix, in- 
cluding mucoid carcinoma, adenocarcinoma, carcinoid, 
and papillary adenoma. 

2. A very brief review of the nature and interrela- 
tionships of these neoplasms, and of mucgcele and 
pseudomyxoma peritonei, is given. 
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NOTES ON THE HISTORY OF MEDICINE IN FILLMORE COUNTY 
PRIOR TO 1900 


By NORA H. GUTHREY 
Mayo Clinic 
Rochester, Minnesota 


(Continued from January issue) 


A. O. Heiberg, who was born at Christiania (Oslo), Norway, in November, 
1855, received his primary education at Quam’s Latin School in that city and 
his more advanced schooling at the Latin School at Trondjem. He was pre- 
paring to enter the Fredericiana University to study medicine, but changed 
his plan and instead took a course of two years at the Stenkjaer Apothecary 
under Mr. A. J. Hoegh. 


In April, 1873, Mr. Heiberg came to America and to southern Minnesota, 
which was to be his permanent home. In his first year he worked for a drug- 
gist, Mr. Pilzer, in Winona, and then settled in Rushford, Fillmore County, 
where he was associated as a pharmacist in different drugstores, first with 
K. Olson for four years, subsequently with Elling P. Kierland, a pioneer 
medical practitioner, and finally with A. E. Hazard, with whom he bought 
the Corner Drug Store, which the two men operated until the partnership 
was dissolved by mutual consent in 1902. 


On August 30, 1887, in Rushford, Mr. Heiberg was married to Bertha 
Anderson; five children were born to this marriage. 


In 1889, returning to his original intention of becoming a practicing phy- 
sician, A. O. Heiberg entered Rush Medical College, in Chicago, where he 
spent two years before going on to the Jefferson Medical College, in Phila- 
delphia, from which he was graduated in 1893. Again in Rushford, the pos- 
sessor of state medical license No. 346, under the act of 1887, he entered 
on ten years which brought him deservedly a large and successful medical 
practice, in which his scientific skill, together with his cheerful manner and 
sympathetic understanding, won him confidence and esteem. Among his 
professional affiliations were memberships in the Winona County Medical 
Society and the Southern Minnesota Medical Association. 


When, in 1903, symptoms of bulbar palsy appeared, and skilled physicians 
in the East told Dr. Heiberg that the months of his life were numbered, he 
decided to move his family to Northfield, Minnesota, where the children could 
obtain excellent educational advantages, and he made the change during 
the early summer. He died in Northfield on March 18, 1904, survived by 
Mrs. Heiberg and the five children. 


About Ole T. Hoftoe, little information has come to light except that he 
was born in New London, Kandiyohi County, Minnesota, in 1854, was grad- 
uated from Rush Medical College on February 17, 1885, and within a month, 
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on March 13, received state certificate No. 1012 (R) to practice medicine in 
Minnesota. For a year or so, in 1885 and 1886, he was resident in the village 
of Fountain, Fillmore County, and in the next year in the larger, near-by town 
of Lanesboro. In the following year it appears that he had moved to Da- 
kota Territory (North Dakota) where, on March 30, 1888, Dr. O. T. Hofte 
[sic] was registered as being in practice in Abercrombie, Richland County, 
and there, according to a gazetteer and business directory, he remained well 
into the nineties. After an undetermined period of time, but certainly prior to 
1907, Dr. Hoftoe returned to his native place of New London. After 1909 
his name did not appear in the official medical directory. 


Robert Hoyt, who became one of the earliest of physicians in Fillmore 
County, was born at Hesper, Iowa. It is said that soon after his graduation in 
medicine, probably in 1859 or 1860, he settled in the village of Lenora, and 
there for two years was a confrere of Dr. James M. Wheat, who had come 
in 1856. From Lenora he moved to Beloit, Wisconsin, the home of his wife’s 
parents, where he followed his profession for many years. In an early history 
of Fillmore County he was mentioned, it is believed erroneously, as a charter 
member of the Fillmore County Medical Society, which was founded in 1866. 


Robert W. Hoyt, almost certainly a relative of Dr. Robert Hoyt, the pioneer 
physician already mentioned, was born at New Haven, Addison County, Ver- 
mont, on February 14, 1852. When he was eight years old he moved with his 
parents to Fillmore County, Minnesota, where he spent his boyhood and at- 
tended the local schools. In 1875 he was graduated from Rush Medical Col- 
lege of Chicago and immediately afterward began to practice medicine in 
the community of Lenora. It is said that in the next year he moved to Wal- 
nut Grove, Redwood County, where he remained for a considerable number 
of years, into the eighties. In June, 1880, he was married to Myra E. Tester, 
of New Lisbon, Wisconsin. By 1890, Like Dr. Robert Hoyt before him, Dr. 
Robert W. Hoyt had moved to Wisconsin, the home of his wife’s people, 
and was established in medical practice in New Lisbon, where he still was 
in 1912; his name did not thereafter appear in the medical directories. 


Dr. Huffman, apparently a medical nomad, was in Preston early in 1863, 
exhibiting, according to the Preston Republican, “much skill in the way of 
restoring loss of sight and hearing. Those afflicted with diseases of the eye 
and ear would do well to call at the Minnesota House and consult him.” 
Another clue to this practitioner lies in the statement that Dr. Huffman, an 


eye and ear specialist from St. Louis, practiced in Austin, Mower County, 
for a few months in 1863. 


Thomas W. Hunt, a graduate of the Jefferson Medical College in 1894, 
was licensed in Minnesota on July 10, 1894, receiving certificate No. 456, 
under. the “Act to Regulate the Practice of Medicine in the State of Minne- 
sota” as approved in 1887. He was then a resident of Douglas County. 
Not long afterward he presented his license in Fillmore County, and in the 
issue of 1896-1897 of a state gazetteer and business directory he was listed 


as being in practice in Lanesboro. In the official register of physicians of - 


Minnesota of 1883-1909, his name appeared without post office address. 


His name was not included in the first (1907) issue of the directory of the 
American Medical Association. 
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Johan Christian Hvoslef (sometimes seen Hooslef), who became one of the 
distinguished citizens and physicians of Fillmore County, was born at Fé¢rde, 
Séndfjord, Norway, on August 24, 1839, a member of a family which gave 
several outstanding men to the political and professional history of Norway. 


Well-trained in academic subjects at the Latin School and in general 
sciences at the University of Norway, both at Christiania, Johan C. Hvoslef 
came to America in 1872 and continued his studies at Rush Medical College, 
from which he was graduated in 1876. In the same year he was married to 
Karen Anderson of Wisconsin and came with his wife to Lanesboro, then 
a village of about 1500 people, where he lived and continuously practiced 
his profession until his death on October 11, 1920. Dr. and Mrs. Hvoslef 
had one child, a daughter, who died in Lanesboro at the age of six years. Dr. 
Hvoslef was survived by his wife and his sister, Mrs. Thorvold Klavanae, of 
Christiania. A brother, Nils C. V. L. Hvoslef, a state official of Trondjem, 
Norway, had died earlier. 


Dr. Hvoslef’s life in Lanesboro was that of the country doctor, able, faith- 
ful, overworked, unsung. It is a matter of record that in 1882, working with 
the State Board of Health, Dr. Hvoslef as health officer dealt efficiently 
with the local outbreak of smallpox. Under the Medical Practice Act of 
1883 he received state certificate No. 466 (R) on December 28, 1883, which 
he filed in Fillmore County on October 28, 1889. He was a member of the 
official local and state medical societies and of the American’ Medical Asso- 
ciation. 


A quiet, modest, retiring man of distinguished ability, Dr. Hvoslef was not 
so well known in the state as he should have been. Besides being a skilled 
physician and surgeon who served his community well, he was a naturalist 
of distinction. Thomas S. Roberts, M.D., in his masterly work, The Birds 
of Minnesota, recognized Dr. Hvoslef’s ability as a physician and paid tribute 
to him as a naturalist: 


Perhaps no one man did so much to develop a knowledge of the bird-life of a single 
locality in the state as did Dr. Johan C. Hvoslef. . . . He was a well-trained man and, 
possessing an intense interest in natural history and a methodical and painstaking type of 
mind, he was well fitted to make an intelligent, careful study of the region in which he 
passed the greater part of his life. Throughout the entire fifty-four years, he kept a detailed 
diary in which he recorded all his observations, covering the whole field of natural history, 
though birds and plants were his first interests. There are fifty-four volumes of these journals, 
with three additional general notebooks. The year following Dr. Hvoslef’s death, Mrs. 
Hvoslef very generously presented, in complete form, this life-work of her husband to the 
Museum, where it is now one of the most valued possessions. Dr. Hvoslef, during his life, 
had given to the Museum his collection of bird-skins, numbering some four hundred, and 
after his death, his wife donated a small collection of birds’ eggs, among which were those 
of the blue-winged warbler, unique specimens for Minnesota. 


No part of these diaries have ever been published, but from them were taken the bird- 
migration records that Dr. Hvoslef sent to the United States Biological Survey at Wash- 
ington over a series of years, and concerning which Mr. Wells W. Cooke, in one of the 
Survey bulletins, stated that the information from Lanesboro was the most satisfactory that 
had been received from any source. There is also on file at the Museum a considerable series 
of letters from Dr. Hvoslef, relating almost entirely to the bird-life of Minnesota, received 
by Thomas S .Roberts, M.D., Fellow of the American Orinthologists’ Union, Professor of 
Orinthology and Director of the Museum of Natural History of Minnesota. Dr. Hvoslef’s z 
great modesty prevented his publishing at first hand the results of his work. This explains 
the absence of his name from the Minnesota bibliography. But he generously and freely 
supplied information to others, and thus he is quoted, second hand in many connections, as 
authority for original and valuable records. All the records from Lanesboro in this work 
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are from Dr. Hvoslef’s work. Fortunately he recorded carefully and accurately everything 
that came under his notice, and the Minnesota bird-students owe no small debt of gratitude 
to this retiring but accomplished and hard-working man of science. 


George E. Jackson for many years a practicing physician of Minnesota, 
was a graduate of Rush Medical College in 1880, and under the Medical Prac- 
tice Act of Minnesota of 1883 received state certificate No. 9 (R) on October 
11 of that year. He then was living in Fergus Falls, in Otter Tail County. 
Strangely, it has been impossible thus far to discover more than isolated bits 
of information concerning this well-qualified physician. 

On June 9, 1885, George E. Jackson, M.D., a graduate of Rush on February 
20, 1880, registered in Dakota Territory as in practice at Lakota, Nelson 
County; during his residence in Dakota he was appointed County Super- 
intendent of Health. 


Dr. Jackson returned to Minnesota probably in the late nineties, and by 
1899 he had settled in Chatfield, Fillmore County; in that, year at a meeting 
of the Southern Minnesota Medical Association in Owatonha, in Steele Coun- 
ty, he was elected to membership. Dr. Jackson remained in Chatfield at 
least into 1912. His name did not appear in the issue for 1914 of the directory 
of the American Medical Association. 


Charles H. Jacobson was born in Norway on May 17, 1856, received his 
early education in the schools of his native place and, in 1871, at the age of 
fifteen years, came to America and settled in southern Minnesota. After 
working for five years in the drug store of Albert Weiser in Preston, he 
decided on the study of medicine and entered the Bennett Electic College 
of Medicine and Surgery, from which he received his degree of doctor of 
medicine in March, 1879. Immediately after his graduation, Dr. Jacobson 
improved his medical knowledge by taking a special course at the Chicago 
College of Ophthalmology and Otology before returning to establish himself 
as a physician in Preston. In 1881 and 1882, at least, he was in active prac- 
tice, and that he used his specialty is evidenced by the following item in the 
National Republican of Preston of December 29, 1881: “Lost by Dr. Jacobson: 
A myopodiartotican, used in cases of myopia.” 


The fact that, subsequent to 1883, Dr. Jacobson’s name did not reappear 
in the state gazetteer which had carried it previously is inconclusive evidence 
that he had gone elsewhere. It is significant, however, that he was not listed 
in the official directory of physicians in Minnesota of 1883-1890, nor in the 
edition next following. 


J. Ross Johnson was born on July 18, 1855, at Oak Leaf, Ontario, Canada, 
the son of Mr. and Mrs. Samuel Johnson, who were farmers. In 1883 he 
was graduated from the Medical School of McGill University, and shortly 
afterward came into the Middle West of the United States, to settle in 
Spring Valley, Minnesota, at the suggestion and request of friends from 
Canada who already had established themselves in that community. On 
October 13, 1883, under the new Medical Practice Act of the state he re- 
ceived license No. 150 (R). That he at once identified himself with the medi- 
cal profession of the state is evidenced by his election to membership in the 
Minnesota State Medical Society at the annual meeting held at Minneapolis, 
in Market Hall, on June 19, 1883. At this same meeting, one of his senior 
colleagues, who had been in Spring Valley since 1871, Dr. Russell L. Moore, 
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became third vice president of the association. Dr. Johnson allied himself 
with the local group of physicians in Fillmore County and, in 1904, on or- 
ganization of the Houston-Fillmore County Medical Society, becamé an 
active member. 

J. Ross Johnson was married on August 30, 1882, to Jennie Green, a Ca- 
nadian, and brought his wife with him to Spring Valley. They had three 
children, Florence, Charles Harcourt, and Harry H. Johnson. When Mrs. 
Johnson died in 1894, her body was taken back to Canada for burial. In 
1897 Dr. Johnson was married to Martha Banks; there were no children 
of this marriage. 


Dr. Johnson belonged to a family of which two other members who were 
physicians came into southern Minnesota. His brother, Dr. Charles Har- 
court Johnson (1859-1917), newly graduated from McGill University, settled 
permanently in Austin, Mower County, in 1884. His half-brother, Dr. Wil- 
liam Nassau Kendrick (1872-1936), also a graduate of McGill, in 1896, in 
that year began practice with him in Spring Valley; from 1898 to 1905 Dr. 
Kendrick was in Austin in partnership with Dr. C. H. Johnson, but in 1905, 
on the death of Dr. J. Ross Johnson, he returned to Spring Valley to carry 
‘on his half-brother’s practice. 

Dr. J. Ross Johnson is recalled as a fine man and citizen, a physician and 
surgeon of unusual knowledge and skill, whose favorite diversion was fishing 
and whose love of horses was a distinguishing quality. In those pre-auto- 
mobile days, he kept, like many of his confreres, from six to eight excellent 
driving horses most of the time, and although he drove them hard, he handled 
them with skill and consideration and gave them the best of care. Only 
ten days before his death in February, 1905, he drove sixty miles in a cutter. 


His son, Dr. C. H. Johnson, has recalled that Dr. Johnson in his heavy 
and widespread practice used to consult on occasion with his near-by col- 
league, Dr. Albert Plummer, of Hamilton (later of Racine), and that he was 
“a great admirer” of Drs. William J. and Charles H. Mayo, who sometimes 
were called in consultation into the community. 


The death of Dr. Johnson 6n February 27, 1905, at the height of his useful- 
ness, was a sorrow and loss to Fillmore County. Dr. Johnson was survived 
by his wife, who in 1943 was living in Austin, Texas; by his two sons, Harry 
H. Johnson, a jeweler of Spring Valley, and Charles H. Johnson, who has 
been a physician since 1912, in Spring Valley since 1916; and by his daughter 
Florence (Mrs. Claude W. Rossman, of Minneapolis). Mrs. Rossman’s 
death occurred in the nineteen thirties. 

In speaking of his father, Dr. Charles H. Johnson commented on the ad- 
vances and conveniences in medical practice of later years of which the older 
man could not know. In his times calories and vitamins were not recognized 
factors in nutrition, the value of roentgen rays in medicine had not been 
fully realized, and the sulfa drugs were unknown. “It seems too bad that he 
was born too soon and died at the age of forty-nine, just a young man.” 


Henry Jones was born on March 13, 1845, on a farm near Nashville, Ohio, 
the son of William Jones, who was of Welsh blood and a native of Steuben- 
ville, Ohio, and Sarah Collier Jones. His mother was descended from an 
English family who had come to America early in the eighteenth century; 
her grandfather twice was sent to Congress from Ohio when the state was 
young. Henry Jones had seven brothers and sisters: William, Sylvester and 
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Samuel, Mollie Wright, Sue Rose, Elizabeth Hunter and [Evangeline (Mrs. 
Warner, Of Morrison, Illinois, the only member of the family living in 1941). 


Henry Jones grew up on his father’s farm, receiving his early education 
in the schools of Nashville. In his nineteenth year he enlisted in Company 
B of the Sixtieth Ohio Regiment of Volunteer Infantry and with it served 
at the front until he was wounded at the battle of Petersburg; on his release, 
after ten months in a hospital in Philadelphia, he received his honorable dis- 
charge from the army and returned home. Before continuing his formal 
education, he worked for a time, loading lumber on the first trains to pass 
through Ohio. During 1866 and 1867 he was a student at the Franklin In- 
stitute in Prophetstown, Illinois, and for a year studied medicine under Dr. 
J. H. Mosher of that city in preparation for enrolling at Rush Medical College 
in 1869. Graduated from Rush in February, 1871, he began his medical career 
in the village of Granger, Bristol Township, Fillmore County, Minnesota, 
but in September of the following year, because of superior financial oppor- 
tunity, he moved to the larger place of Preston, in Preston Township. He 
was succeeded in Granger by Dr. Don J. Lathrop, who arrived in the spring 
of 1872. In Preston, Dr. Jones remained in active practice for forty-six years, 
during which he numbered among his fellow physicians Lafayette Redmon, 
James H. Phillips, John A. Ross, Lyman Viall and George A. Love, as well 
as many others who came and sooner or later passed on. And during these 
years, like all the other physicians of the period and region, he met the dis- 
comforts and hazards of carrying on a country practice in all weathers and 
over all roads. Excerpts from old records and newssheets give glimpses of 
him at work: assisting Dr. Ross “in the presence of Mr. Love, a medical 
student,” to perform an autopsy on the body of a child who had died from 
cerebrospinal meningitis; refusing, after he had been called on a case which 
proved to be one of smallpox, to see other patients or to appear in public 
until danger of conveying the disease to others had passed; performing an 
operation, with Dr. Lathrop, for removal of a ruptured eyeball, under chloro- 
form anesthesia, on an old gentleman who lived near Granger. 


On December 24, 1874, Henry Jones was married to Bertha A. Loomis of 
Preston. The only child of the marriage, Charles Henry, died in infancy; 
Mrs. Jones died in 1878. Dr. Jones in 1881 was married to Ella Gray of 
Decorah, Iowa, and to this marriage were born three children: Mabel, who 
died young; Rodney C., who became a musician, at one period living in 
Wallace, Idaho, and in later years in Minneapolis; and Millie M. (Mrs. I. 
Kasten, of Chicago). 

In 1882, to meet the conditions of practice of the times, Dr. Jones took up 
the study of dentistry and thereafter was both dentist and physician, but 
especially dentist. There were many items in the local newspaper of those 
years which mentioned his skill and fine equipment or which stated that Dr. 
Jones, Preston’s popular dentist, had just returned from a successful tour 
and would remain in his home office for about two weeks. 


On December 31, 1883, under the new ruling of medical practice in the 
state, Dr. Jones received certificate No. 668 (R). From 1872 to 1877 his pro- 
fessional card appeared in Western Progress, the newspaper of Spring Valley, 
as well as in the local papers, and his name was listed in Polk’s gazetteer 
almost continuously from the late seventies for many years. From January 
6, 1889, to January 6, 1891, he was coroner of Fillmore County. 

(Continued on Page 186) 








MINNESOTA MEDICINE 





Fepruary, 1947 








President's Letter 


Physicians Obligated to Remedy Conditions in State Institutions 


HE responsibility for the health of the citizens of Minnesota rests squarely on the 

shoulders of its physicians, and it is the purpose of every member of the Minnesota 
State Medical Association to discharge this obligation in an efficient, humanitarian and ethical 
manner. We take pride in the standards of medical care in rural and urban communities. 
We are proud of our state program for the control of contagious disease, of our public 
health activities, of our record in the military service and at home during the war. How- 
ever, in one field, one in which we find the largest number of patients, conditions exist 
which are far from desirable. I refer to the mentally ill who inhabit our state institutions 
-— constitute a profound responsibility of the physicians as well as of other citizens 
of the state. 


More than 50 per cent of hospital beds in Minnesota are occupied by patients who suffer 
with mental disease. Such patients in the state reach the astonishing total of almost 11,000, 
and in this number are not included those individuals who are registered in the school for 
the feeble-minded at Faribault and the epileptic colony at Cambridge. The fact that these 
individuals represent such a large proportion of the families of the state proves that care 
of the patients in many instances constitutes a serious social problem. 


The publicity which recently has been directed against certain hospitals for patients suf- 
fering with mental disease has aroused much adverse criticism. It should reveal the great 
responsibility which falls on all reliable citizens of this nation. In physical equipment and 
proportionate size of professional staffs, Minnesota institutions compared favorably with 
those of most other states twenty years ago, but this condition does not exist today. No 
longer can we coast along on such an illusion. There is more good fortune than merit 
in the fact that the institutions of this state escaped the humiliating glare of recent investi- 
gations. 


A survey of state hospitals conducted in 1939 and 1940 revealed that too few physicans 
were engaged in caring for patients suffering with mental disease. Specifically, it was 
learned that in Minnesota there was only one physician for every 435 patients in our state 
institutions. At this time I believe that the national average is one physician for every 
250 patients. The ratio of attendants and ward personnel in 1940 was one for every fifteen 
patients. The standard approved by the American Psychiatric Association is one physician 
for every 150 patients and one attendant for every 5.6 patients. 


The responsibility for these conditions is not that of the superintendents of the institutions. 
I am reliably informed that the service which they have rendered, with their limited pro- 
fessional and attendant staffs, has been heroic. This is especially true in Minnesota where 
problems have been presented to the legislature repeatedly through the Director of Public 
Institutions, who acts as the intermediary agent of the superintendents of the institutions. 
Their requests for facilities sufficient to insure standard, adequate care of their patients 
often have been sidetracked until other demands have been satisfied, and what has been 
left of the budget has been sufficient to afford only a custodial level of patient care. Min- 
nesota now ranks very low among the states of the nation in per capita expenditure for 
the mentally ill. 


Apparently, the chief interest evinced by our legislature has been in the housing of patients. 
Undoubtedly, this phase of the problem has been, and is, serious. Today almost 11,000 
patients are crowded into space which originally was intended for not more than 8,000. In 
certain institutions, overcrowding runs as high as 30 per cent and conditions exist which 
fun counter to regulations of the State Fire Marshal as well as those of the State Board 
of Health. These statements are no doubt unpalatable, and what makes them peculiarly 
so is the fact that it is impossible to refute them. 


In spite of the obvious need for funds for physical equipment, I doubt that this phase 
of the problem is nearly as serious as that which exists because of lack of other facilities 
for the care of patients. Measured in terms of human values and in the light of our 
responsibility to the citizens of the state, we have a great duty. We must provide adequate 
programs of therapy in order that patients may be returned to productive life. We must 
use every means to prevent recurrence of illness and to provide facilities for counsel and 
guidance in order to prevent the development of additional mental disorders in the com- 
munity. 


It is important that conditions pertaining to a form of illness which afflicts half the 
patients in hospitals of the State of Minnesota ‘should be understood by our legislators. If 
these patients are to receive adequate medical care,*the cost during the next few years 
will be great. It should be great. It is a justifiable expense. It is an appalling fact that 
the per capita per day cost in our state institutions barely exceeds one dollar. It is almost 
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unbelievable. The standards set up by the American Psychiatric Association are $5.00 per 
capita per day for patients who suffer with acute conditions and $2.50 per capita per day 
for those who are chronically ill. Evidently, these facts are not well known to our 
legislators. It ‘is the responsibility of the physicians of the state, as well as of other 
responsible citizens, to make it known that our goal is adequate treatment and comfortable 
housing for every patient in our state hospitals for the mentally ill. This must be done with- 
out further delay, in order that we may look forward to a decreasing, rather than an ever- 
increasing, custodial population in our state hospitals. 


Fis Ba 


President, Minnesota State Medical Association 
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Dr. Jones was an independent voter, was well read and tolerant. He was 
a member of the Presbyterian Church; of the Underwood Post No. 122 
of the Grand Army of the Republic, and its commander for many terms; of 
the Independent Order of Odd Fellows and of the Masonic Blue Lodge of 
Preston, the latter of which he joined on December 17, 1873. An avocation 
which he made profitable for a number of years was the keeping of bees. 

After forty-six years in Preston, “highly esteemed . . . respected for his 
virtues, attainments and labors,’ Dr. Jones moved to the town of Bethel, 
Anoka County, where he practiced medicine six years before retiring to Cali- 
fornia to make his home. He died in Monrovia on June 30, 1931, from the 
infirmities of old age. Mrs. Jones survived him, and until her death, on Febru- 
ary 3, 1943, at the age of eighty-five years, resided with her daughter, Mrs. 
Kasten, in Chicago: 

About J. R. Jones only one note has been gleaned. In an historical atlas of 
Minnesota, of 1874, of which he was a patron, there appears the entry that 
J. R. Jones was a physician, was born in Monroe County, New York, came 
to Minnesota in 1861, and in 1874 (and earlier, obviously) was living in 
Lanesboro, Fillmore County. 


Of the career of Emma Adeline Keeney only an outline is presented. 
Emma Adeline —-———— was born in 1876 (the surname is lacking, as is the 
date of her marriage). She was graduated from the College of Homoeopathic 
Medicine and Surgery of the University of Minnesota in 1897, and in April 
of 1898 received her license to practice in the state. There is evidence that 
she began her professional career in Spring Valley, Fillmore County, and~ 
practiced there for possibly a year; in a business directory of 1898-1899 ap- 
peared the name of “Mrs. E. A. Keeney” in the list of physicians of the town. 

From Spring Valley Dr. Keeney moved to Austin, Mower County, where 
for a time she was in partnership with Dr. Fannie K. Fiester, who in 1893 
had been graduated from the Woman’s Medical Coliege of Northwestern 
University. Evidently desirous of improving her professional knowledge, Dr. 
Keeney took graduate work, and in 1904 was graduated from the Hering 
Medical College of Chicago. Presumably she settled soon afterward in Albert 
Lea, Freeborn County, where she was practicing in 1907. In 1909 she was 
licensed to practice in the state of Oregon, and into 1914, after which further 
entry did not appear, she was in active practice in The Dalles. 

(To be continued in March issue) 
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STREPTOMYCIN 


TREPTOMYCIN is now available to the 

profession, and reports indicate its great 
value in a limited number of infections. Its high 
cost will necessarily limit its use. The fact, too, 
that various strains of the same bacterial species 
differ widely in their sensitivity to streptomycin, 
and that its absorption by individuals differs so 
greatly, has made evaluation of its usefulness 
difficult. 

Streptomycin has been found of value in the 
treatment of a number of infections due to both 
Gram-negative and Gram-positive bacteria. Per- 
haps the most important are urinary tract in- 
fections due to Gram-negative organisms, in- 
fections due to certain strains of Escherichia coli, 
Proteus vulgaris, and Aerobacter aerogenes, as 
well as Salmonella pneumonia due to Friedland- 
er’s bacillus, and Hemophilus influenzae infec- 
tions and tularemia. 

Streptomycin is administered in much the same 
fashion as penicillin. However, it is more likely 
to produce toxic symptoms than is penicillin. In 
larger doses it sometimes affects the eighth nerve, 
producing deafness or dizziness or both, which, 
though usually temporary if the drug is with- 
drawn, may become permanent. Urticaria is not 
uncommon as a side effect. 

The new antibiotic can be given orally, intra- 
muscularly, intravenously or intrathecally., The 
intramuscular route is preferable, with 1,000,- 
000 to 3,000,000 units being given daily. Recent- 
ly the metric system has been adopted in defining 
dosage, 1 mg. of streptomycin being equal to 
about 1,000 units. Solutions containing 0.1 to 
0.2 gram (100,000 to 200,000 units) per c.c. may 
be used intramuscularly, but for intravenous ad- 
ministration the twenty-four hour dosage of 1,- 
000,000 to 3,000,000 units should be diluted in 
1 or 2 liters of isotonic salt solution. Single in- 
jections of as much as 0.1 gram (100,000 units) 
have been given intrathecally in 5 to 10 c.c. of 
normal saline. Concentrations of the drug as high 
as 50,000 units in 1 c.c. of isotonic saline solu- 
tion have been used for insufflation by a nebulizer 
for bronchiectasis, without evidence of irritation. 
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The routine use of streptomycin for urinary 
tract infection has been disappointing, according 
to Nichols and Herrell.?, When the urinary infec- 
tion was due to Proteus ammoniae or Aerobacter 
aerogenes, the best results were obtained. It 
seems important that the urine be alkaline and 
that urinary stasis be overcome before favorable 
results can be expected. 

If treated early in the disease, tularemia seems 
to respond well to streptomycin.’ Influenzal men- 
ingitis is another infection which responds well to 
this new antibiotic. Experience with its use in 
tuberculosis is thus far insufficient to establish 
its value in this disease. 

A point that deserves consideration is that 
streptomycin should be given in effective dosage 
from the start, for it has been found that some 
strains of bacteria develop resistance to the drug. 

Experience with this new antibiotic has been 
sufficient to prove it a valuable addition to the 


relatively short list of specific drugs we possess. 


1. Howe, Calderon, et al.: Streptomycin treatment in tula- 
remia. J.A.M.A., 132:195, (Sept. 28) 1946. 

_2. Nichols, Donald R., and Herrell, Wallace E.: Streptomy- 
cin. J.A.M.A., 132:200, (Sept. 28) 1946. . 





FLUIDS IN HEART DISEASE 


«CALT-FREE” diets and restriction of fluids 

in the presence of edema have been in 
vogue for a number of years. Only recently has 
it been learned that it is the sodium, whether it 
be in sodium chloride or sodium bicarbonate, 
which should: be restricted: in the presence of 
edema, from whatever cause, and that limitation 
of fluids is wrong. 

According to theory, the normal interchange of 
fluid between the circulation and the body tis- 
sues depends on hydrostatic pressure and osmosis. 
With the pressure in the precapillary vessels 
greater than the osmotic pressure in them, fluid 
escapes into the tissues. Since pressure in the 
postcapillary vessels is less than that in the pre- 
capillary vessels and is also less than the osmotic 
pressure in the postcapillary vessels, there is a 
withdrawal of fluids from the tissues. A lower- 
ing of the plasma contents of the blood would 
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result, according to this theory, in a greater 
diapedesis of fluid from the precapillary vessels 
into the tissue spaces, and would also cause a 
lessened absorption of fluid from these spaces 
into the postcapillary vessels, as a result of the 
lessened osmotic pressure-effect of the plasma. 

In the presence of cardiac decompensation, with 
diminished cardiac output and increased venous 
pressure in the postcapillary vessels as well as 
in the rest of the venous system, the return of 
fluid to the postcapillary vessels from edema- 
tous tissue spaces is hindered. Edema fluid con- 
tains salt, among other elements, corresponding 
to the blood content. Along with venous con- 
gestion, then, the kidney output is diminished in 
quantity, and its sodium chloride content is low- 
ered. 

Theoretically then, the reduction of edema 
should be favored by any factor which improves 
circulation and relieves venous congestion, by 
the restriction of salt in the diet and thus in the 
circulation, and by diuresis, whether it be from 
increased water intake and elimination through 
the kidneys or from the administration of mer- 
curial diuretics. This has been found to be the 
case. 

While the value of salt restriction in the pres- 
ence of edema has been recognized for some years, 
Schemm was the first to call attention to the 
fact that if sodium, in the form of sodium chlor- 
ide and sodium bicarbonate, is eliminated as far 
as possible from the diet, fluids not only need not 
be restricted but are beneficial in reducing edema 
if given in large amounts. While a “salt free” 
diet is unpleasant for the cardiac patient, the 
recognition by the physician of the needlessness 
of thirst in the treatment will be most weicome 
by the cardiac patient. 


MORE NURSES NEEDED 


HERE is still a great need for more nurses, 

both trained nurses and practical nurses. In 
publicizing the need and the advantages of train- 
ing in the profession of nursing, a publicity cam- 
paign has been undertaken, and informative 
material has been sent to the Federated Women’s 
Clubs throughout the state and to the members of 
the Hospital Auxiliary. The subject is one of 
timely importance and might well be taken up 
by the Woman’s Auxiliary of the Minnesota 
State Medical Association. 
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Representatives of the state nursing, hospital 
and medical associations have been meeting tc 
formulate a bill agreeable to all three interested 
professions, providing for legislative action for 
the licensing of practical nurses by the the present 
legislature. It is to be hoped that agreement as to 
details will be reached, so that provision will be 
made for this licensing of practical nurses, a 
procedure which should stiniulate recruiting of 
young women for the short course in training. 

At the special meeting of the House of Dele- 
gates of the Minnesota State Medical Associa- 
tion on December 22, 1946, in Saint Paul, ap- 
proval was given for the establishment of ten 
more schools of nursing with a three-year course 
leading to the title of registered nurse, and for 
twenty additional schools providing one-year 
courses for the training of practical nurses. 


It seems that action will be taken by the present 
legislature providing for “licensed practical 
nurses.” In anticipation of this outcome and in 
view of the great need of registered nurses and 
practical nurses, physicians can render a service 
by referring young women to the headquarters of 
the Minnesota Nurses’ Association, 2642 Univer- 
sity Avenue, Saint Paul 4; to the Franklin Hos- 
pital School for Practical Nursing, 501 West 
Franklin Avenue, Minneapolis 5; or to the Voca- 
tional Hospital, 5511 Lyndale Avenue South, 
Minneapolis 9, for detailed information as to re- 
quirements and opportunities for training in 
nursing. 





CONSUMERS COOPERATIVE MEDICAL 
CARE 


HERE is every evidence that Consumers Co- 

operatives are going to submit legislation to the 
present legislature to enable them to provide medi- 
cal sérvice for their members. They propose to 
furnish this service through the employment of 
physicians to care for co-operative members and 
their families. Such services are to be consumer 
controlled, in contrast to the various plans being 
promulgated by the various medical associations, 
and medical care is to be sold like other com- 
modities such as food and merchandise. 

One fundamental difference between the Con- 
Sumers Cooperative plan and types of sickness 
insurance, a vital difference in the minds of the 
public as well as the medical profession, is that 
in co-operative supplied medical care there is no 
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free choice of physician. The co-operative mem- 
ber receives his medical care from the employed 
physician or surgeon whether he be good, bad 
or indifferent. If there is one prerogative of which 
the American citizen. is jealous, it is that when he 
is ill he can obtain what in his mind is the best 
available medical advice. Physicians, too, have 
insisted on the importance of maintaining the free 
choice of physician whenever possible, in order 
not to abrogate the stimulating effect of free com- 
petition on the quality of medical care. 


Assuming that co-operatives may be able to em- 
ploy first-class physicians, it seems quite probable 
that such physicians, being employes, will of ne- 
cessity be dictated to in the matter of what services 
they may give their patients in the way of hospital 
care, medicines and the like. The holders of the 
‘purse strings must of necessity be largely inter- 
ested in costs, and freedom of medical care is sure 
to be hampered. 


MOBILE SPEECH CLINIC UNDERTAKES SURVEY 


A concerted effort is under way to ferret out the 
speech and hearing handicaps among Minnesota’s 
school-age children—handicaps which may hold them 
back in their classwork or contribute to making them 
social behavior problems. 


A complete survey of the speech and hearing needs 
of 400,000 school children is the goal of the Mobile 
Speech Clinic of the University of Minnesota, staffed 
by the University and financed by tthe Minnesota As- 
sociation for Crippled Children and Disabled Adults, 
Inc., from funds derived through sale of Easter Seals. 

Directed by Miss Laila L. Larsen of the University, 
manned by Miss Larsen and two experienced clini- 
cians and equipped with two pure tone audiometers and 
a Sound Scriber, the station-wagon-clinic will tour the 
state for three to five years on a project which both 
university and Minnesota Association officials hope will 
do much to waken the general public to the needs of 
the mentally competent but physically handicapped. 

They see the whole problem as a continuous one, not 
one which can be solved by a traveling clinic in three 
or four or five years. ‘ 

They foresee the time when, partly as a result of this 
initial project,. public opinion will support long-range 
plans to give every child, no matter how remote his 
home or school, the opportunity to receive expert ex- 
amination and early treatment of his handicap. 

They hope to see the time when more and more special 
teachers and clinicians will be trained to staff permanent 
clinics set up to, serve given areas of the state: 

For purposes, of research, the clinic, under the gen- 
eral administration of Dr. Bryng Bryngelson of the 
University, will gather data regarding such important 
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questions as the effects of foreign language background 
on speech. 

It will attempt to correlate the speech and hearing 
difficulties of children with behavior problems and with 
failures in school, especially in spelling and reading. 

Still another aim is to compare the effectiveness of 
testing with pure tone audiometers with that of screen- 
ing with group test audiometers. 

Although the Minnesota survey is not the first of its 
kind in the United States—others are in progress in 
Indiana, Iowa, Illinois, Oregon, Pennsylvania, Michigan 
and California—it is the first ever to use the pure tone 
machine which tests in all ranges of sound rather than 
in the speech range only. Every child is examinéd in- 
dividually, 

Since the staff of three—Miss Larsen, Gertrude Rus- 
sell, hearing clinician, and Virginia Worthington, speech 
clinician—set out in their station wagon last September, 
they have covered two counties, surveyed sixty-seven 
schools, given 20,398 survey tests. 

Through January 20, they had examined 10,866 school 
children in Washington and Stearns Counties, and had 
found that one of every five or six had some speech 
defect, while one of every fourteen or fifteen had a 
hearing handicap in need of special attention. 

Of 9,208 children tested for speech, 614 had marked 
and 1,034 had slight defects. Of 11,190 tested for hear- 
ing, 519 had marked and 261 had slight disabilities. 

Every disability, however minor, discovered in the 
screening test is followed up with a private conference 
with the child and his parents or teacher. While the 
first test requires about two minutes, an interview may 
last from fifteen minutes to an hour while the clini- 
cian investigates the background of the handicap. 

Individual reports are forwarded to parents and 
teachers, summary reports and: recommendations to the 
State Board -of Education and the clinic’s sponsor, the 
Minnesota Association for Crippled Children. 

The clinic concentrates on diagnosis, not prescrip- 
tion, and parents are informed that the individual re- 
ports should be passed on to the family doctor to 
whom the child is taken for treatment. 

However, when the clinicians’ tests indicate that a 
child may respond to certain treatment, a recommen- 
dation to that effect is enclosed with the routine report. 

Results in other states reveal that 20 to 40 per cent 
of handicaps uncovered in surveys actually do receive 
follow-up medical care. 

Greater co-operation between parents and doctors can 
raise this percentage, Miss Larsen believes, but fre- 
quently the doctor must go out of his way to make 
up for parents’ lack of initiative in bringing their chil- 
dren for treatment. 

Often, she believes, the doctor takes it for granted 
that parents of course will return to him if an infected 
ear for which he has prescribed does not improve; or 
if a child, brought for consultation because he has not 
learned to talk at a normal age, does not overcome his 
retardedness in a reasonable length ‘of time. 

And too often, she continues, parents assume that be- 
cause the doctor did not specifically request to see the 
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AMA HOUSE OF DELEGATES AGENDA 
INDICATE ASSOCIATION'S GROWTH 

Several topics were under discussion at the 
midwinter session of the House of Delegates of 
the American Medical Association, held in Chi- 
cago, December 9 to 11—topics which give evi- 
dence of the amazing rapidity with which the as- 
sociation has grown and the multiplicity of its 
functions. 


On the agenda were such important subjects 
as improving health conditions in the coal mining 
areas, the possible significance of the new United 
Mine Workers’ Health Fund, and ways and 
means whereby the medical profession can help 
the nation successfully realize the maximum 
benefits from the broad features of the Hill-Bur- 
ton Hospital Construction Program. 


Other matters taken up were the establish- 
ment of representation for the Veterans Admin- 
istration in the fellowship of the association and 
in the House of Delegates; continued progress 
in the development of prepayment medical care 
plans; membership for general practitioners on 
hospital staffs ; certain revisions in the constitution 
and by-laws; and plans for the observance of the 
association’s one hundredth birthday at the 1947 
annual meeting in Atlantic City. 


Delegates Meet in “Free Atmosphere” 

In a brief address before the assembly, the 
president, Dr. Harrison H. Shoulders, declared 
that this meeting “was being held in a different 
atmosphere from that which existed in July and 
from that which has been in existence for quite 
some time.” He told the delegates that today’s 
atmosphere “approaches freedom—the freedom 
to go forward in the accomplishment of the great 
mission of medicine.” 


Dr. Shoulders said that the AMA is a strong 
organization—an organization with a past of 
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which it can be justly proud and a future of 
which it can be hopeful. 


Dr. Olin West, president-elect, added a firm 
second to Dr. Shoulders’ remarks and voiced his 
confidence in the continued progress of the as- 
sociation in its efforts to promote the art and 
science of medicine. He called on physicians to 
do their utmost toward what he termed “the 
development of new financial techniques which 
will make medical care more available—the fin- 
ancing of it at least—to people of ‘moderate 
means.” 


Conditions in Mining Areas Discussed 

Much interest and attention at the conference 
centered on medical care and sanitary conditions 
among mine workers and their families. Present 
to report was Rear Admiral J. T. Boone of the 
U. S. Navy Medical Corps, who, as medical ad- 
visor to the Federal Coal Mines Administrator, 
organized and has been directing a survey of 
medical, hospital and general health facilities and 
sanitary conditions in the areas where bituminous 
coal is mind. 


As a preface to his report of the situation in 
mining communities, Admiral Boone noted that 
the war years have been accompanied by “changes 
and dangers of a legislative nature” and that the 
medical profession has been confronfed with a 
welter of new laws, bills and regulations bearing 
directly on public health and medical and hos- 
pital care. He reasoned that such proposals as 
have received so much public support stem from 
real as well as imagined needs of the people. 
They are symptoms, he said, of dissatisfaction 
with the medical profession as it practices its 
art today ; and he declared that “physicians them- 
selves should be the first to recognize these symp- 
toms, diagnose the cause and prescribe the reme- 
dies, which will not merely allay the complaint, 
but produce the cure.” 
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Mine Workers’ Plight Is Vital Problem 

While Admiral Boone recognized the fact that 
substandard health and sanitary conditions among 
coal miners is only one of the problems facing 
the medical profession, he said that it was none- 
theless of vital importance. 

Admiral Boone went on to describe the sur- 
vey of mining communities which, under his 
direction, is now rapidly drawing to a close. The 
survey, initiated some six months ago by the 
Federal government and the miners’ union when 
the government was operating the mines, Admiral 
Boone said, called for,a review of conditions 
which would serve as a basis for providing miners 
some day with medical, housing and sanitary 
facilities -conforming to recognized American 
standards. 

Since the survey report was not yet complete, 
Admiral Boone did not feel he could reveal any 
specific and official results or conclusions to the 
delegates. However, he did present some personal 
observations, and he called to the attention of the 
House of Delegates, as a representative group 
of American doctors, what he said “would seem 
to be of major concern to organized medicine.” 

“The apparent weakness in public health pro- 
grams in the nation’s coal mining regions are 
deeply disturbing,” Admiral Boone pointed out. 
He had observed, as a general rule, such inade- 
quacies as poor water supply controls, improper 
sewage and garbage disposal, lack of “reasonable 
safeguards” against contamination from human 
and animal wastes, lack of protection in food and 
milk handling, and poor insect and rodent control. 
The number of mining communities with ade- 
quate facilities, he added, were too few in num- 
ber to stand out as exceptions to this rule. 


Lack of Public Health Work 

It had been very disappointing, Admiral Boone 
said, to note what he called “a schism between cur- 
ative medicine and preventive medicine.” To 
explain this point, he said that, in the communi- 
ties he visited, he inquired into the public health 
work done by “company physicians,” and he 
found that very little was done beyond the usual 
school health programs of immunization. He 
found physicians so busy with their practice of 
curative medicine that they were reluctant to 
concern theniselves with assuming leadership in 
public health, especially when there wa5 so little 
to work with in the way of understanding and 
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willingness to understand on the part of the 
miners themselves. 


Admiral Boone said he believes that not only 
does this condition exist in coal mining communi- 
ties but it exists “far too generally.” “I be- 
lieve,” he said, “that organized medicine can 
perform a noble task in closing the gap between 
curative medicine and preventive medicine.” And 
he added, “Public health is not exclusively the 
concern of government.” 


“What we have seen,” said Admiral Boone, re- 
ferring to the subhealth standards uncovered by 
his investigations, “should rightly be the concern 
of every doctor, from the specialist in Chicago 
and New York to the general practitioner in the 
Appalachians. The health problem in the coal 
fields cannot be dismissed as a matter affecting 
less than 2 per cent of the population of the 
country or merely a few hundred physicians. 

“As you well know, since diseases can become 
epidemics . . . since illness and disease in one 
segment of the population can and does affect 
the health and welfare of the entire nation, I am 
sure that you agree with me when I say that if 
we can help raise the health standards of coal- 
mining communities, we can contribute to the na- 
tional well-being.” 


Background of United Mine Workers’ 
Health Fund 

Admiral Boone then turned to a discussion of 
the background and probable implications of the 
recent establishment by agreement between Secre- 
tary of the Interior J. A. Krug and the United 
Mine Workers’ head, John L. Lewis, of the 
UMW Health Fund, which has been “highly 
disturbing” to physicians who practice in the coal- 
mining communities and to other physicians 
as well. 

This fund, which is to be administered by 
trustees appointed by the president of the UMW, 
is to be accumulated from wage deductions of 
mine workers and is to be used for medical, hos- 
pital and related purposes “at the discretion of 
the trustees of the fund.” 

Collections for the fund, according to Ad 
miral Boone, have not yet started, but what 
changes in the present system of medical prac- 
tice will follow its establishment, no one, except 
possibly. a few persons inside the UMW, can 
foretell. 

Said Admiral Boone: “The mine physicians, 
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I understand, are not so much concerned about 
their economic security as they are about the 
maintenance of their professional status. That is 
the concern of all medical men, because the 
establishment of this particular medical fund may 
be the precedent for similar funds in other in- 


dustries. 

What changes this new departure, which may 
inject third parties between physicians and pa- 
tients, will tend to bring about in medical prac- 
tice, no one knows, said Admiral Boone. It is 
evident, however, he added, that the AMA has 
been handed a problem which cannot and is not 
overlooking. 

“The views which organized medicine takes in 
handling such problems will help to fashion the 
pattern that is eventually evolved,” Admiral 
Boone concluded. “Organized medicine must 
dissipate any emotionalism that beclouds sound 
reasoning and must assume leadership in the for- 
mulation and establishment of reasonable and 
practical programs that will benefit the people.” 


Delegates Act on Admiral’s Advice 


After hearing the Boone report, the Council on 
Medical Service made definite recommendations 
with regard to action which the AMA should 
take. In its report to the House of Delegates, the 
Reference Committee on Medical Service ap- 
proved of the action suggested by the council, 
that the council shall continue to follow closely 
the developments of the bituminous coal situation. 
The report said that “it is recognized in these 
proposals (the UMW Health Fund) a new type 
of economic philosophy, one with far-reaching 
implications and concerns, which well may in- 
fluence and possibly change the whole basic pat- 
tern of medical practice. 

“The manner in which these funds ultimately 
will be administered, and the instrumentalities 
through which medical care will be delivered, 
will require our careful study and guidance. 
Such plans as these doubtless will occupy a prom- 
inent place in any collective bargaining of the 
future. . . . We shall have to project ourselves 
into this developing situation and play a leading 
role in the evolution of these plans for medical 
care.” 


Need for “Planned Co-operation” in 
Hill-Burton Program Stressed 


How the Council on Medical Service is trying 
to impress all state medical societies with the im- 
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portance of planned co-operation to the success- 
ful carrying out of the provisions of the Hill- 
Burton law, was reported to the delegates by 
that body. As a service to state societies it is 
preparing a set of principles as a guide to such 
co-operation, and a set of minimum standards for 
diagnostic clinic facilities. 

In addition, the medical profession, through 
its state and county societies, is being encouraged 
by the council to participate actively in all plans 
or programs formulated under the bill. Each 
state medical society, the council recommends, 
should have good representation in the agency 
charged with the responsibility of carrying out 
the provisions of the law in its particular state. 

The council’s report to the delegates drew at- 
tention to the fact that it is up to the state medical 
societies to see that facilities are placed only where 
a specific need for them is shown, and _ that 
diagnostic clinic facilities are erected only with 
the sanction of the county medical society con- 
cerned. 


Formation of Health Councils Recommended 


Among the other recommendations of the 
Council on Medical Service was one regarding 
the establishment of a National Health Congress, 
proposed in January of last year. The report 
favored “formation of state or local health coun- 
cils to meet local needs and enlist the co-operation 
of their interested bodies,” and said that the 
council will continue to work on such a program 
by calling a meeting of local health councils and 
other interested groups to discuss the value and 
scope of such councils and to draw up a model 
outline for their formation. 


The council reported that after much study 
it feels that the setting up of a National Health 
Congress as a permanent body would not be ad- 
visable. Such a body, it pointed out, “would be 
bound to duplicate the efforts, and to a certain ex- 
tent usurp the prerogatives, of this House of 
Delegates and other AMA bodies.” 

“In the opinion of the Council,” the recom- 
mendation read, “it would be far better for the 
Board of Trustees, the Council on Medical Serv- 
ice and other AMA ‘Councils to call conferences, 
whenever deemed advisable,.on subjects on which 
the advice and co-operation of their bodies is 
desirable. In this way, different groups could be 
called on in matters pertaining to their specific 
fields ; and there would not be one set group to 
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consider every subject.” Therefore, the council 
asked specifically to have its previous instruc- 
tion for the establishment of a National Health 
Congress rescinded. 


Delegates Act on Variety of Questions 

Several important decisions were made by the 
House of Delegates, specifically : 

1. An admendment to the by-laws was voted, 
making it possible for general officers and dele- 
gates in the association to be nominated to the 
presidency without first having to resign from the 
position held. 

2. The delegates passed an amendment per- 
mitting admission to fellowship in the AMA, 
without payment of dues, to members of the 
permanent corps of the Veterans Administration, 
for so long a time as they should remain with the 
Administration. 

3. A resolution turned over to the Board of 
Trustees for “serious consideration” was one 
intended to promote closer co-operation between 
the medical and dental professions by the ap- 
pointment of a committee of five AMA members 
to work with a similar committee set up by the 
American Dental Association, “inasmuch as phy- 
sicians and dentists have a common interest in 
the extension of health service.” It was recom- 
mended that this move be carried through on the 
state level also. 

4. Another resolution called for the establish- 
ment of general practice sections in approved hos- 
pitals, specifying that these appointments should 
be made by hospital authorities “on the merits and 
training of the physician,” and that “membership 
on a hospital staff should not be dependent on 
certification by the various specialty boards or 
membership in special sections.” 

5. The establishment of a certifying board to 
determine the qualifications for general practice 
was the subject of a related resolution, asking 
that the Section on the General Practice of Medi- 
cine of the AMA give consideration to a plan for 
the establishment of such a board, and that the 
section make a preliminary report to the House 
of Delegates in June at Atlantic City. 

6. As a result of deliberations at this session 
of the House, there is now at association head- 
quarters a Division of Public Relations, under 
an executive assistant to the general manager, 
which will handle public relations activities for 
all councils, bureaus, publications and other agen- 
cies and operations of the association. 
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7. The delegates approved a resolution direc- 
ting the Council on Medical Service and the 
Council on Industrial Health to “continue close 
co-operation with mine physicians in an effort 
to improve and maintain the high standards of 
medical practice.” 


Bureau of Medical Economics Reorganizes 

It was announced by the Bureau of Economic 
Research (formerly the Bureau of Medical 
Economics) that under the leadership of its new 
director, Professor Frank G. Dickinson, it plans 
to reactivate and expand, with the emphasis on 
research. 

A current job of this bureau is an extensive 
survey of medical services in each state. Ques- 
tionnaires are being sent to county medical society 
secretaries, asking them to draw on a state high- 
way map a line around the area served by phy- 
sicians located in each county medical center. 

The bureau is also assisting with the tabulating 
and analyzing of the completed questionnaires 
now pouring in from the thousands of returned 
medical officers. Reporting that the response in 
this survey has been remarkable, the bureau 
promises to study the some 20,000 questionnaires 
and will file a report with the Committee on Na- 
tional Emergency Medical Service, which is di- 
recting the survey, some time in April. 


Elaborate Plans for Centennial Announced 

Elaborate plans for the AMA centennial cele- 
bration in Atlantic City, June 9 to 13, which 
promises, according to the skeleton outline 
presented to the delegates, to be “the high point 
in the assemblages of physicians anywhere in the 
world,” were announced. Plans include a ban- 
quet honoring leaders in industry and the va- 
rious occupations associated with medicine, at 
which time distinguished speakers will comment 
on the influence of American medicine on the 
nation’s progress. 

A religious service on Sunday, June 8, present- 
ing three great religious leaders who are to speak 
on the spiritual aspects of medicine and health, 
will be broadcast from Atlantic City. Plans are 
to invite ministers throughout the nation to join 
the observance by speaking on similar topics. 

The outline promises that the annual meeting 
will present the largest technical and scientific ex- 
hibit ever developed by the AMA, and will in- 
clude a public exhibit set up on the boardwalk, 
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depicting the progress of scientific medicine. Gen- 
neral and special sessions are scheduled; distin- 
guished foreign guests are being invited, and a 
motion picture program is planned which will in- 
clude, among other special showings, a film on the 
evolution of the scientific medical motion picture. 


Washington's “New Political Flavor” Reviewed 

Delegates heard a review of the complexion 
of the new Congress in a report from the Bureau 
of Legal Medicine and Legislation, in which the 
names of new committee chairmen were listed 
and predictions were made as to what the “new 
political flavor” in Washington would mean in 
the way of medical legislation. 


Plans were announced at the session for a 
Second Annual National Conference on Rural 
Health to be held February 7-8 in Chicago, in 
order to provide farmer and doctor with another 
opportunity to exchange views regarding the 
many questions which are of vital importance 
in developing better health service in rural areas. 


The Council on Industrial Health reported 
that it is watching closely developments in the 
World Health Organization, noting in its re- 
port that “information is not yet available, par- 
ticularly regarding the status of industrial hy- 
giene in the proposed organization.” It was ob- 
served that there will probably be a mixed com- 
mittee of public health experts, representatives 
of the International Labour Office and the World 
Health Organization itself, to consider matters 
of social insurance and industrial hygine. Mean- 
while, the council reported, the United Nations 
organization is establishing itself in New: York 
and is setting up a health program for its em- 
ployes, who will probably number about 2,000. 


Included in the industrial health report was an 
interesting bit relative to this “Atomic Age.” The 
council is deeply interested in the organization of 
the Board of Consultants on Atomic Energy, 
being set up under the sponsorship of the Council 
on Physical Medicine. The report says’ that 
“since it is proposed to use nuclear energy in in- 
dustry as a source of power, the question of oc- 
cupational risk is of considerable importance.” 
A symposium of atomic energy in industry and 
medicine, under the joint auspices of the Council 
on Physical Medicine and the Council on Indus- 
trial Health, was an event of the recently held 
Seventh Annual Congress on Industrial Health. 
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MINNESOTA STATE BOARD OF MEDICAL 
EXAMINERS 


230 Lowry Medical Arts Bldg., Saint Paul, Minnesota 
Julian F. DuDois, M.D., Secretary 


Minneapolis Woman Sentenced to Three-year Term 
for Criminal Abortion 
Re. ge of Minnesota vs. Clara Olga Anderson, 
Irene E. McFarland and Isadore Abramovich. 


On December 28, 1946, the Hon. Levi M. Hall, Judge 
of’ the District Court of Hennepin County, sentenced 
Clara Olga Anderson, forty-eight years of age, 1142 
Emerson Avenue North, Minneapolis, to a term of 
three years at hard labor in the Woman’s Reformatory 
at Shakopee. The defendant, Anderson, had pleaded 

guilty on that date to an information charging her with 
the crime of abortion, and also with having had a pre- 
vious conviction for a similar offense in 1943. A plea 
by the defendant’s attorney for a suspension of sen- 
tence and an opportunity for the defendant to leave the 
State, was denied by Judge Hall. On the same date 
Irene E. McFarland, forty-six years of age, 1514 Sixth 
Street North, Minneapolis, and Isadore Abramovich, 
twenty-four years of age, 706 Elwood Avenue North, 
Minneapolis, entered pleas of guilty to an information 
charging them with the crime of abortion in the same 
case with the defendant, Anderson. Judge Hall sen- 
tenced the defendant, McFarland, to a term of one year 
in the Minneapolis Woman’s Detention Home, suspended 
the sentence and placed the defendant on probation. 
The defendant, Abramovich, was sentenced to a one- 
ear term in the Minneapolis Workhouse, the sentence 
ve il suspended and the defendant placed on probation. 

The three defendants were arrested on December 12, 
1946, by Minneapolis police officers, following the ad- 
mission of a twenty-three-year-old young woman to 
Minneapolis General Hospital suffering from the after- 
effects of a criminal abortion. The investigation dis- 
closed that the defendant, Anderson, attempted to abort 
the patient by means of a catheter, on December 10, 
1946, at the home of the defendant, McFarland. The 
patient paid the defendant, Anderson, $150 for the 
criminal abortion of which sum $25.00 was given to the 
defendant, McFarland, for the use of her home while 
the abortion was being done. The defendant, Abramo- 
vich, employed as a “bouncer” at a Minneapolis bar, was 
arrested when it was disclosed that he was the contact 
man for the criminal abortion. 

The defendant, Anderson, has a previous conviction 
for criminal abortion, having pleaded guilty in the Dis- 
trict Court of Hennepin County, on March 25, 1943, to 
an indictment charging her with the crime of abortion. 
In that case Mrs. Anderson was sentenced to a term of 
not to exceed four years at Shakopee, but was placed 
on probation after serving one year in the Minneapolis 
Woman’s Detention Home. None of the de fendants has 
a license to practice any form of healing jin the State 
of Minnesota. 
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(Continued from Page 160) 
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POSTOPERATIVE ANURIA 


Complicated by Duodenal Ulcer, Hemorrhage, 
Bilateral Pneumonia and Toxic Urticaria 
L. A. STELTER, M.D., 
Minneapolis, Minnesota 

The term oliguria, meaning deficient secretion of 
urine, and the word anuria, meaning scanty urine, may 
be used interchangeably, as they represent symptoms of 
some critical urinary disease. They represent the failure 
of the kidneys to excrete urine, and the longer the 
condition exists the more rapidly the state of uremia is 
approached. ; 

The term uremia, introduced by Piory in 1848 to 
denote a state of intoxication due to resorption of urine, 
has now come to include all the toxic states which 
develop as a result of renal insufficiency. Uremia may 
be acute or chronic, the acute type arising from rapid 
suppression of urine; and the chronic type occuring 
from diseases which cause a slowly developing state 
of intoxication. 

In 1821, Prevost and Dumas discovered that urea ac- 
cumulated in the blood of a dog following removal 
of both kidneys. Bright, in 1836, knew that people 
suffering from nephritis had an increase in blood urea. 
According to Musser, severe intoxication may be mani- 
fest from 60 to 100 mg. per cent of urea; while in 
more chronic processes, whete there is a gradual ac- 
cumulation, mild symptoms may appear only after 
values higher than 100 mg. per cent. Values have been 


- observed as high as 1,000 mg. per cent. 


Creatinine values, normally 1 to 3 mg. per cent, may 
rise as high as 60 mg. per cent, but values above 5 
mg. may have a serious prognosis, suggesting a fatal 
outcome. Recoveries have been recorded when creatinine 
has risen as high as 12 mg. per cent. . 

Rehberg and Holten calculated that 100 to 150 c.c. of 
fluid must filter through the glomeruli of the kidney 
per minute to accomplish the usual excretion of creatin- 
ine. Calculations were based on investigations of Vim- 
trup that the human kidney contains 2,000,000 glomeruli 
with a total surface of approximately 1.6 square meters. 
The effective pressure for filtration through the glomer- 
ular membrane is the difference between the glomeruli 
blood pressure and the force opposed by the osmotic 
pressure within the Bowman’s capsule. If the num- 
ber of glomeruli are reduced by disease, the filtration 
must necessarily be reduced. Similarly, fluctuations in 
the plasma protein have a direct effect upon the degree 
of filtration which is decreased if the protein content is 
increased, 


‘ 


Dr. Stelter appeared on the program by invitation. 
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Causes of Oliguria and Anuria 


The causes of oliguria and anuria are numerous, and 
the most important may be listed as follows: 

1. Kidney diseases in the terminal state; nephritis 
and nephrosis, 


2. Toxic manifestations due to poisons, drugs, in- 
travenous fluids or medications, and eclampsia. 


3. Mechanical obstruction due to calculi, bilateral 
tumors including the ureters, surgical ligation of the 
ureters. Papin cited five cases of carcinoma of the 
rectum with anuria as the initial symptom. Nephroptosis 
has also been given as a mechanical cause. 


4. Hysteria. Gordon reported a case of an hysterical 
woman with anuria which lasted two days and was 
cured by suggestion. Grenier saw an hysterical woman 
through five attacks of anuria lasting two, four, six, 
seven and fifteen days, respectively. 


5. Surgical anuria resulting from shock, sympathetic 
trauma, and anuria from unknown cause following 
surgery. 


Little has been written about this unfortunate dis- 
aster following a surgical procedure on the urinary 
tract or following a general surgical operation. Most 
authors stress the catastrophe as being due to varying 
blood pressure levels during an operative procedure 
or the result of blood transfusions (incompatible blood) 
in combating shock, where the blood pressure is definitely 
lowered and where a surgical procedure had been of 
long duration accompanied by fluctuating blood pres- 
sure. 

Coller found that continuous inhalant anesthesia over 
long periods of time may affect the output of urine, 
but he was unable to find any evidence of either ether 
or cyclopropane causing any gross effect on glomeruli 
permeability. 

Sturmia states that when incompatible blood is in- 
jected intravenously, rapid hemolysis occurs with the 
clinical symptoms of a chill, nausea, vomiting, lumbar 
pain, tightness and constriction of the chest, and elevated 
temperature following almost at once. There may be 
additional symptoms of abdominal pain, bladder pain 
and the urge to defecate. Transient hemoglobinuria 
with scant reddish brown urine appears, followed in 
a few hours by jaundice. The jaundice reaches its 
peak in twenty-four hours. The oliguria may improve 
and the patient may recover rapidly but more often it 
leads to uremia and death. 

Sturmia lists as possible causes of oliguria (1) block- 
age of the renal tubules, (2) anaphylaxis, (3) ischemia 
of the kidneys from vasomotor constriction, and (4) 
nephrotoxic substances released, by hemolysis. The first 
three he refutes but believes fae fourth more feasible 
as there is a strong similarity pathologically between 
post-transfusion nephrosis and chemical nephropathies. 
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Bywaters showed in crushed muscle necrosis, causing 
shock, in the early blitz of London, that patients seemed 
to do well for several days, only to develop elevated 
blood pressure and die as a result of suppressed renal 
function. Two-thirds of the patients died at the end of 
the first week, the majority on the sixth day. About 
one-third of the cases recovered because urinary out- 
put was maintained. 


Treatment 

The treatment is chiefly preventive. Proper blood 
grouping and cross-matching are necessary before trans- 
fusions are given. It is well to establish alkaline diuresis 
by large doses of sodium bicarbonate by mouth until 
the urine is alkaline. The alkalinity should be main- 
tained. If the patient is vomiting, a fresh solution of 
1.4 per cent sodium bicarbonate may be given intra- 
venously. Isotonic sodium lactate may be given intra- 
venously. Fluid intake should be kept up to 2 to 3 liters 
a day, with sufficient saline to’ keep up the chloride 
level. If renal failure occurs, the treatment is identical ; 
the addition of mercurial diuretics may be introduced, 
and decapsulation of ‘the kidney considered. 


Case Report 


G. L., No. 1327311, aged thirty-six, white, an en- 
gineer by occupation, entered Fairview hospital at 
2:00 p.m. on February 28, 1945, complaining of pain 
in the right lower abdomen and flank. He had become 
acutely ill at 2:00 a.m. and ascribed his illness to a few 
highballs and a heavy meal at a banquet the night be- 
fore. During the night the pain became more intense, 
radiating down the right side and towards the back. 
There was nausea but no vomiting. He had no ‘urinary 
disturbance, no nocturia, and no testicular pain, but felt 
some discomfort in the scrotum. 


His past health had been good except for some in- 
digestion; he had intolerance to fried and fatty foods 
and rare meats. Cabbage and oranges always gave him 
distress. For the past year or two, he had had some 
pain in the right side. Six months prior to the present 
illness he had a similar attack, at which time he went 
to another clinic where gastrointestinal, gall-bladder and 
colon studies revealed nothing abnormal. He was ad- 
vised to have his appendix removed on the basis of 
a probable retrocecal location. This he refused to have 
done and returned to his home and work. 


Physical examination revealed a robust, well-developed 
male, acutely ill. Except for the abdomen, physical 
examination revealed nothing abnormal. His pulse was 
76, temperature 99.4° F.; blood pressure was 124 
systolic and 75 diastolic, in millimeters of mercury. The 
contour of the abdomen was normal. The muscles were 
spastic. Palpation revealed no tumor nor masses, but 
the muscles of the right side were held rigid and he 
complained of tenderness in the right lower quadrant. 
There was also tenderness in the right lumbar region 
on Murphy percussion. There was no rebound tender- 
ness and the testicles were not sensitive. The extremi- 
ties and reflexes were normal. Rectal examination re- 
vealed nothing of note. A tentative diagnosis of acute 
appendicitis or some right-sided nephritic disease, ure- 
teral stone or perinephritis, was made. 

Laboratory tests showed a hemoglobin of 91 per cent. 
There were 11,900 white blood cells in each cubic milli- 
meter of blood. Differential examination showed seg- 
mented neutrophiles 82 per cent, lymphocytes 16 per 
cent, monocytes 2 per cent. . Urinalysis was normal ex- 
cept for two red cells and three pus cells in the high 
dry field. Specific gravity of the urine was 1.022. A 


scout film of the abdomen revealed nothing abnormal. 
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. not be heard. 


In spite of the above findings, I decided against sur- 
gical intervention, and on March 1, 1945, rechecked the 
laboratory procedures and found the urine normal ex- 
cept for four pus cells in a high dry field. The leukocyte 
and differential counts were normal. On March 2, 1945, 
an intravenous pyelogram revealed a marked hydrone- 
phrosis of the right kidney. The condition was dis- 
cussed with the patient and he was advised to have a 
cystoscopic examination and a retrograde pyelogram 
made. He elected to have this done at a future date 
and returned to his home. 


On March 7, 1945, he returned to Fairview hos- 
pital, and repeat laboratory examinations were within 
normal limits. On March 8, a cystoscopic examination 
was performed by Dr. R. Soderlind, who noted 
that “prostate, bladder and meatus were normal. Indo- 
carmine appeared in normal time from the left meatus. 
No dye appeared from the right meatus although 
urine was spurting. A catheter was passed to the right 
pelvis and 50 c.c. of urine aspirated. A No. 6 catheter 
was left indwelling. A pyelogram revealed marked hydo- 
nephrosis of the right kidney.” 


Operation was advised and the patient was pre- 
pared for operation. His blood was grouped, matched 
and cross-matched for blood transfusions; fluids were 
forced, and sulfadiazine and sodium bicarbonate given. 
On March 11, an indwelling catheter was passed into 
the right ureter to reduce the size of the hydrone- 
phrosis. Urine from the right ureter showed three pus 
cells in a high dry field. No tubercle bacilli were found. 
The blood urea was 13 mg. per cent, creatinine 1.2 
mg. per cent. 


On March 14, 1945, the right kidney was removed 
under cyclopropane anesthesia. Operating time was one 
hour thirty-four ‘minutes. Extensive adhesions and 
induration around the entire capsule made the procedure 
more difficult. The patient received 5 per cent glucose 
in normal saline intravenously during the operation. His 
pulse varied between 90 and 130 per minute, and his 
blood pressure from 100 systolic, 70 diastolic, to 154 
systolic and 90 diastolic, in millimeters of mercury. He 
returned to his room in good condition. 


Five hundred cubic centimeters of normal saline and 
500 c.c. of citrated blood were given intravenously in 
the afternoon following the operation. He made satis- 
factory progress, and the blood pressure and pulse were 
normal. At 9:30 that night he was catheterized and 
400 c.c. of urine obtained. At midnight he tolerated 
1,000 c.c. of 5 per cent glucose in distilled water, and 
had a fair night. At 6:00 a.m., March 15, he com- 
plained of severe chest pain, generalized distress, dysp- 
nea, and a faint feeling. His pulse became thready, 
weak and rapid; the rate rose to 150 per minute. The 
blood pressure was 80 systolic and the diastolic could 
He was given neosynephrin, 250 c.c. 
of plasma intravenously, 500 c.c. of normal saline, and 
500 c.c. of citrated blood, after which he rallied from 
shock and his blood pressure rose to 110 systolic and 
70 diastolic, and his pulse stabilized at about 110. At 
9:30 a.m., March 15, he was catheterized and 5 c.c. of 
urine obtained. In the afternoon the patient became 
confused and irrational, but this was only transitory. 
An indwelling catheter was inserted in the bladder and 
5 c.c. of urine obtained. Penicillin, 20,000 units, was 
given every three hours. One thousand cubic centi- 
meters of 5 per cent glucose in normal saline and 1,000 
cubic centimeters of 5 per cent glucose in distilled 
water were given intravenously morning and afternoon. 
Copious fluids were given by mouth, with large doses 
of alkalies, in an effort to establish diuresis. On March 
16, nasal suction was instituted because of abdominal 
distension. On March 17, the condition of the patient 
was unchanged. The wound was inspected and the 
drains removed. In spite of the large fluid intake and 
the elevated metabolites, the condition of the patient 
remained fairly good. He showed no gross evidence of 
uremia. His skin, however, became deeply bronzed and 
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jaundiced, reaching its height on the fourth day. On 
March 18, Dr. Soderlind passed a catheter into the left 
ureter and also left a Foley catheter in the bladder. 
Supportive treatment and forced fluid intake were con- 
tinued. When the nasal suction could be clamped off, 
alkalies were given in large amounts. In the evening the 
patient began to doze a great deal; in waking intervals 
he became very restless and irritable. His blood pres- 
sure rose gradually up to 180 systolic and 78 diastolic. 
His pulse slowed. ; 

On March 19, Dr. Theodore Sweetser saw the patient 
in consultation and recommended increase in fluid in- 
take, hot packs and diathermy over the left kidney. 
Decapsulation was suggested if the urine did not in- 
crease in amount. On March 20, at about 8:30 a.m., he 
became very restless and irritable. He was put in re- 
straints, and he thrashed about. At 8:45 he had a 
convulsion of several minutes’ duration, which, accord- 
ing to the nurse, occurred after he lapsed into deep 
coma. Dr. Sweetser advised decapsulation of the left 
kidney under local and gas anesthesia. 


The capsule of the left kidney was stripped completely, 
anteriorly and posteriorly, the poles explored and found 
normal, and the wound closed rapidly. He stood this 
operation surprisingly well. In his room, saline and 
another transfusion were started. At 4:30 p.m.,’ the 
ureteral catheter began to drip and by 7:45, about 
50 c.c. of urine had been collected. At 11:45 p.m., 100 
c.c. more had been excreted. However, the patient’s 
condition was critical. and he was placed under an 
oxygen tent, which he constantly attempted to tear 
off. His twitching and muscular jerkings were con- 
trolled by sodium luminal. 

His general condition from now on showed a gradual 
improvement, though he remained unconscious. The 
right wound was torn open by positioning on the oper- 
ating table. By March 23, he was removed from the 
oxygen tent. On March 25, he developed a very harsh 


cough, elevated temperature and expectoration. X-rays 


of his chest revealed nothing noteworthy. 
subsided and he again seemed to improve. 


On March 27, following a hard coughing spell, dur- 
ing which time he raised a great deal of thick purulent 
mucus, he had a defecation of black stool, found to 
be blood. On account of repeated positive findings of 
blood in the stool, a diagnosis was made of bleeding 
duodenal ulcer and he was treated by the Cook County 
bleeding ulcer regime. He was kept on the diet, given 
creamalin, vitamin K, thiamin chloride, vitamin C, liver 
extract, and repeated blood transfusions, to which he 
responded well. 


He continued to improve, and on April 24, the 
wound of the right side was completely debrided and 
closed with interrupted silk sutures. It now healed 
readily, and on May 1 he was allowed to sit up. At 
11:30 A.M. on May 2 the patient developed dyspnea ‘and 
pain in his left chest. His symptoms simulated those 
of a pulmonary embolism and for a while it was feared 
he would expire. X-rays on May 6, following a similar 
attack in the right chest, revealed pneumonia on both 
sides. He again responded to penicillin and an oxygen 
tent, and roentgenograms on May 9 showed the pneumo- 
nia to be subsiding on the left side. On May 13, when 
he seemed well on his way to recovery, giant urticaria 
developed over his entire body. Penicillin was dis- 
continued and the urticaria responded to epinephrine. 
On May 15, the patient was allowed out of bed while 
all attendants held their breath for fear of another 
catastrophe. On May 19, he left the hospital in 
ambulatory condition. 

The surgical specimen showed a large kidney with 
multiple abscesses, massive suppuration and liquefac- 
tion. The infection was nontubercular. The diagnosis 
was multiple carbuncles of the kidney. 

Stomach x-ray studies on July 7, 1945, by Dr. J. 
Kelby, verified the diagnosis of duodenal ulcer. 

The patient’s health to date has been good. A recent 


His cough 


Fepruary, 1947 


examination revealed normal blood and urinary findings, 
and his last weight was 197 pounds. 


Comment 


It is my opinion that this patient had a postoperative 
anuria resulting from a transfusion reaction, the re- 
action occurring about fourteen hours after the trans- 
fusion. This delay I cannot explain. Ordinary routine 
care, based on the treatment of uremia, failed to alter 
the picture. Uremic convulsions ensued and, as a last 
resort, decapsulation was done. It is possible that split- 
ting the capsule and manipulating the kidney decom- 
pressed the glomeruli sufficiently to permit the ex- 
cretion of urine. A biopsy of the kidney would have 
given valuable information. The numerous complica- 
tions of wound disruption, bilateral pneumonia, bleeding 
duodenal ulcer, and urticaria were coincidental to the 
illness, and only added to the patient’s discomfort and 
the attendants’ grief. 


Discussion 


Dr. CLareNcE Dennis: I have nothing to contribute, 
but I would like to ask a question for my own informa- 
tion. There is evidence to believe that alkalinzing urine 
does not have any benefit in preventing renal damage. 
I am curious. 


Dr. L. A. Sterter: Alkalinization has been suggested 
in the literature to help prevent reactions in blood trans- 
fusions. 


Dr. Epmunp Fink: There are a few comments 
which I would like to make regarding the problem of 
reaction of the urine in relation to renal damage from 
hemoglobinuria. I carried out some experiments, caus- 
ing hemoglobin solution in dogs which had a strongly 
acid urine and in dogs which had alkaline urine, and ob- 
tained renal biopsy thereafter. Renal damage with 
uremia resulted whether the urine was acid or alkaline. 
The number of dogs was not great. At the time when 
the urine was strongly alkaline as well as when the 
urine was acid, hemoglobin precipitated in the tubules, 
toxic changes occurred, and one couldn’t distinguish the 
kidneys of the dogs that had acid and alkaline urine. 
The dogs which developed renal damage had the high- 
est plasma hemoglobin levels, regardless of urine re- 
action. No renal damage developed when relatively 
lower hemoglobin levels were found. 

One bit of evidence is presented in black water fever 
which results in anuria in quite a number of cases. The 
mortality rate in a large series of patients whose urine 
was alkalinized as soon as hemoglobin appeared in the 
urine is the same as in an even longer series of patients 
to whom alkalies were not given. 

There has been recent work which would support the 
idea that alkalinization has benefit. Yulie has clamped 
both renal arteries in rabbits for fifteen to twenty 
minutes and injected small amounts of hemoglobin 
solution. The animals that had alkaline urine suffered 
no kidney damage at all, and those that had acid urine 
had severe kidney damage, similar to transfusion re- 
action kidneys. His idea was based on the fact that 
transfusion reaction is often accompanied by shock- 
like state, renal anoxia, et cetera, and he was trying to 
simulate that condition. Thus, there may be some evi- 
dence that alkalinization is of use. The original basis 
of alkalinization was on rather flimsy ground. The 
work of Baker and Dodds, who used very few rabbits 
for their experiments, gives very little pertinent data 
and their conclusions are not convincing. DeGowin, who 
carried out a large number of experiments on dogs, still 
left the question open. I don’t know what the answer 
is. If one is going to accomplish anything, however, 
alkalinization before transfusion, or at least immediately 
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after demonstrating a hemolytic reaction, should be 
carried out promptly. One must be certain the urine 


becomes alkaline too. A great deal of harm can re- 
sult from the indiscriminate administration of a large 
volume of alkali to a patient with anuria or oliguria. 
I am quite certain that attempts to alkalinize the urine 
once anuria has developed will not be of the slight- 
est value and may be harmful. 


There are several other ideas. Those patients re- 
ceived sulfadiazine at the time of anuria. Sulfadiazine 
possibly contributed to kidney damage. Another thing, 
whenever one has a transfusion reaction, it is well to 
find out immediately whether or not there is a hemo- 
lytic reaction. One easy way is to obtain a specimen 
of plasma or serum immediately. If the serum or plas- 
ma is obtained carefully, there will be no hemoglobin 
visible normally, but if there has been a hemolytic 
reaction, there will always be hemoglobin present in 
sufficient quantity to color the plasma red. Normal 
appearing plasma or serum will ease one’s mind that 
a febrile reaction is not a hemolytic reaction. On 
the other hand, absolutely essential information will 
be obtained when a true hemolytic reaction has oc- 
curred. 


THE USE OF CHEMICAL AGENTS IN THE 
TREATMENT OF HYPERTHYROIDISM 


EDMUND B. FLINK, M.D. 
Minneapolis, Minnesota 


In May of 1943, E. B. Astwood of Boston! published 
a report on the reduction of basal metabolic rate and 
the abolition of signs and symptoms of hyperthyroidism 
in three patients using thiourea and thiouracil by 
mouth. 

In 1941, MacKenzie, MacKenzie and McCollum?? re- 
ported a remarkable enlargement of the thyroid in 
animals which had been fed sulfaguanidine. Two si- 
multaneously published studies by MacKenzie and Mac- 
Kenzie! and Astwood, Sullivan, Bissell and Tyslo- 
witz* made clear the unique nature of the new goitro- 
genic agents of which sulfaguanidine is the prototype 
and thiouracil the best known example. 

The goiters produced by these agents, unlike those 
produced by the older goitrogens,1% 15,17 viz. soy beans, 
thiocyanate, cabbage and seeds of the Brassica family, 
generally cannot be prevented or abolished by iodine ad- 
ministration. The currently accepted view*»11,14 of the 
action of thiouracil, as characteristic of the new thy- 
roid drugs, is that it inhibits the uptake of iodine and the 
formation of thyroid hormone by the thyroid gland,3-% 
14,16 colloid typically being reduced or depleted,*:14 and 
basal metabolic rate falling. In the presence of normal 
thyroid function, the pituitary is believed to overact, pro- 
ducing hyperemia and epithelial hyperplasia of the thy- 
roid; this explanation of the thyroid hyperplasia is based 
upon (1) the known action of the thyrotropic hormone of 
the pituitary, (2) observable histologic changes in the 
pituitary following sulfaguanidine administration, (3) 
the ability of administered thyroxin to prevent or 
abolish thiouracil-induced hyperplasia of the thyroid, 
(4) the absence of thyroid hyperplasia in hypophysec- 
tomized animals given the new goitrogens.*11 
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Thiouracil (2-thiouracil)? was found to be the most 
potent of the earlier substances tested. More recenily, 
ethyl and N-propylthiouracil have been found to be 
more active than thiouracil. Thiourea, thiobarbital, and 
various substituted ureas are active agents also. 


More than 5,000 patients have been treated with thiou- 
racil since 1943. We have had experience treating ap- 
proximately sixty-five patients with thiouracil at the 
University Hospital. Most of the patients were treat- 
ed as a preoperative measure. Six patients, however, 
were maintained for long periods on thiouracil. Two 
patients have been lost from sight since discontinuing 
the drug. One adolescent girl has been able to stop the 
medication without recurrence of symptoms. Two 
adults have repeatedly demonstrated that there is prompt 
return of symptoms after discontinuing thiouracil, even 
eighteen or more months from the time of starting 
therapy. 


The speed of response as measured by the basal 
metabolic rate, by weight gain, et cetera, has com- 
pared favorably to that obtained by other investigators. 
The basal metabolic rate dropped to +20 per cent 
in from four to eight weeks. Patients who had iodine 
before starting thiouracil responded more slowly than 
those who had not had iodine previously. Most of the 
patients had moderately severe to severe hyperthyroid- 
ism. , 

Failure to control symptoms adequately has occurred 
in three cases even after continued administration for 
as long as three months. Perhaps longer trial would 
have been successful, but thyroidectomy was_ carried 
out in each instance, successfully in two but resulting 
in death shortly after operation in one. All had had 
iodine for varying periods before thiouracil therapy, 
with very poor results and obviously were resistant to 
further action of iodine. Théy had large nodular goiters, 
had basal metabolic rates over +50 per cent, and had 
at least some cardiac disability. Two were diabetics. 


When the patients were in an approximately normal 
state of metabolism, thyroidectomy was usually carried 
out without event. In several instances thyroidectomy 
presented some technical difficulties. When the 
basal metabolic rate was normal before operation, the 
postoperative convalescence was as uneventful as after 
operations on a nontoxic goiter. The routine use of iodine 
for several weeks before contemplated operation has de- 
creased the technical difficulties appreciably, 


The largest single group of patients treated for a 
prolonged time is that of Williams.2° One hundred pa- 
tients were followed for a period of many months. 
Forty-nine patients have had remissions lasting from 
three to twenty-one months, and fifty-one have had re- 
lapses in from two weeks to five months (most of them 
in one month). X-ray therapy, coincident thyroid ad- 
ministration, type of hyperthyroidism and severity of 
the hyperthyroidism had no significant effect on the 
percentage of relapses. Males tended to have many 
more relapses than females (fifteen out of nineteen 
males). Patients with large glands tended to relapse 
more frequently than others. 


The most important consideration of all is the fre- 
quency and severity of toxic reactions. The largest 
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collected series analyzed the records of 5,745 treated 
patients.18 Thirteen per cent had some toxic reactions. 
Granulocytopenia occurred in 2.5 per cent of cases, and 
80 per cent of these occurred by the twelfth week. A 
mortality rate of 0.4 per cent has been reported and all 
deaths have been attributed to agranulocytosis. There 
is no evidence that folic acid, pyridoxine or any vita- 
min influences the course or prevents the complication. 
By controlling infection, penicillin appears to be the 
best therapeutic agent for agranulocytosis. Other im- 
portant toxic reactions include fever, rash, arthralgia, 
delirium, purpura, salivary gland enlargement, neuritis, 
headache, and jaundice. Reports of smaller series of 
cases have imdicated an incidence of 10 to 16 per cent 
toxicity.1% 

The recommended dose is from 0.4 to 0.6 gm. per 
day in divided doses until the basal metabolic rate ap- 
proaches normal, after which the dose can be reduced 
to 0.1 to 0.4 gm per day. It is well to administer iodine 
in full doses for ten to fourteen days before con- 
templated surgery. If iodine has been administered 
within a month, it is not advisable to stop iodine dur- 
ing the course of treatment. 

Because of serious toxic reactions, thiouracil prob- 
ably should be used only in patients who have one of 
the following conditions: (1) thyrotoxic heart disease 
with or without auricular fibrillation, (2) organic heart 
disease complicated by coincident hyperthyroidism, (3) 
severe hyperthyroidism treated with iodine for a variable 
period without adequate response, and (4) patients re- 
fusing surgery or other treatment. Careful follow-up 
must be possible. Leukocyte counts three times a week, 
frequent check for fever, skin rashes, other symptoms, 
and observations of the bleeding mechanism must be 
made. After several months vigilance can be relaxed 
somewhat but leukocyte counts should be determined 
every week then. 

Danowski, Man and Winkler? have recommended the 
use of small doses of thiourea along with iodine as a 
form of maintenance therapy in hyperthyroidism. They 
have treated fifty-four cases successfully. Two patients 
developed fever shortly after starting thiourea. The 
dose used ranged from 0.07 gm. to 0.28 gm. of thiourea 
and 15 drops of strong solution of iodine a day. The 
response was more prompt in almost every case than 
in the usual experience with thiourea or thiouracil 
alone. 

N-propyl thiouracil is a recent addition to the group 
of goitrogenic drugs. In animals it is effective in 1/6 
to 1/10 of the dose of thiouracil. Astwood5 reported the 
treatment of thirty-five patients without any toxic 
effects. Now over 600 cases have been treated but there 
are instances of drug fever, leukopenia, skin rashes 
and other similar complications. Doctors Bieter and 
Troxil of the Department of Pharmacology have been 
supervising its use here at the University of Minnesota. 
Fifteen cases have been treated. Two patients developed 
fever and leukopenia (and one a severe rash also). 
Propyl thiouracil may not have been the cause in either 
case. One patient developed a severe rash and fever 
from phenobarbital. Satisfactory response has occurred 
in eleven cases, no response in one case and toxic re- 
actions in two cases. The period of observation was too 
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short in one. The responses have been comparable to 
the ones observed when thiouracil is administered. Pro- 
pyl thiouracil has been administered in doses of 75 mg. 
per day, but more recently up to 200 mg. have been 
recommended. It appears to have definite advantages 
over thiouracil but still is not without dangerous toxic 
complications. 

The use of radiation therapy in hyperthyroidism is 
well known. It is effective in a fairly high percentage 
of cases. The idea of the use of “internal radiation,” 
using various radioactive isotopes of iodine, has been 
current for about ten years, but the unavailability of 
radioactive iodine and various other factors have limited 
its application. 

Hertz and Roberts® reported the results of treatment 
of twenty-nine patients with radioactive iodine, and 
Chapman and Evans® reported the treatment of twenty- 
two additional patients. Both groups used 113° (with a 
small amount of [181), [130 has a half life of twelve 
hours, and [131 has a half life of eight days. Both 
substances emit beta rays in the process of decompo- 
sition. The calculation of dose of isotope used depended 
on the following data: (1) fractional uptake of radio- 
active iodine by the thyroid, (2) the known energy 
of the radiations from I13° and I,131 (3) the clinical 
estimation of the weight of the thyroid of the patient, 
and (4) the known pattern of uptake and retention of 
radioactive iodine by hyperplastic thyroid gland of hyper- 
thyroidism. 

Hertz and Roberts® used from 1.5 to 28 m.c. of 113° 
giving an estimated 500 to 2,500 roentgens (plus or 
minus 50 per cent) to the thyroid. Of twenty-eight 
patients whom they felt had received adequate dosage 
(questioned by Evans and Chapman‘, five patients un- 
derwent subtotal thyroidectomy partly as a means to 
evaluate therapy. Twenty patients are not thyrotoxic, 
and three patients must be considered failures, three or 
more years after therapy. Every patient who had a sub- 
total thyroidectomy developed myxedema or hypometab- 
olism, indicating continued progress of involution after 
the thyroidectomy. 

Chapman and Evans® used much larger doses—from 
0.5 to 1.2 m.c. per gm. of estimated thyroid weight. 
In a series of twenty-two patients so treated, twenty 
are either nontoxic or myxedematous, and only two 
failed to show a return to normal metabolic state. The 
decline in basal metabolic rate to normal occurred over 
an average period of sixty days. Five patients had 
multiple doses. It is apparent that this last series of 
cases from the Massachusetts General Hospital re- 
sponded more promptly and completely than those of 
Hertz and Roberts. 

In order to. carry out such therapy adequately, «it is 
imperative that a competent physicist be able to follow 
the treatment, measuring carefully the amount excreted, 
the calculation of dose, et cetera. 

One patient has been treated with I1%1 (half-life of 
eight days) at the University Hospital. Doctor Sten- 
strom and the staff of his laboratory have carried out 
the necessary calculations of dosage, excretion, and 
uptake by the gland, in terms of roentgen equivalents. 
The patient is a twenty-nine-year-old woman with very 
severe hyperthyroidism of about six months’ duration. 
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Her basal metabolic rate at time of hospital admission, 
after taking iodine for three weeks, was +65 per cent. 


Her condition has* been precarious. Propyl thiouracil 
was started, but a generalized skin eruption, leukopenia 
and fever developed shortly afterward. This actually 
proved to be due to phenobarbital rather than propyl 
thiouracil. Too short a time has elapsed since giving 
the radio-iodine to determine what the response will be, 
but she has improved quite definitely now. 


Conclusions 

The mode of action, effectiveness, dangers and indi- 
cations of the thiouracil group of drugs have been re- 
viewed. These agents have added a great deal to our 
understanding of the physiology of the thyroid gland 
and have proved to be of very real value in the control 
of hyperthyroidism. The thiouracil compounds do not 
supplant thyroidectomy, but merely supplement it at the 
present time. 

Radioactive iodine gives promise of being an impor- 
tant tool in the medical therapy of hyperthyroidism. 
Since its use depends on fairly elaborate equipment and 
a thorough knowledge of physics, for the present only 
a few clinics and hospitals are able to use radioactive 
materials. 
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EXTERIORIZATION PROCEDURES FOR 
COLON INJURIES 


U. SCHUYLER ANDERSON, MLD. 
Minneapolis, Minnesota 


In addition to well-established principles which are 
followed in the management of intra-abdominal trauma, 
exteriorization procedures for large bowel injuries have 
been found extremely valuable. For the purpose of 
discussion, exteriorization procedures may be considered 
to include not only the actual exteriorization of the 
damaged segment of bowel but also colostomies formed 
proximal to the site of injury in a part of bowel which 
cannot be brought outside the abdominal cavity. How- 
ever, it is important to note the distinction between 
exteriorization of a wounded segment of bowel and the 
construction of a colostomy for the purpose of defunc- 
tionalizing the distal segment. At times both purposes 
may be accomplished by one and the same procedure, 
but a clear understanding of the purpose of the operation 
is necessary to the selection of the techniques involved. 

While stationed at army general hospitals, one in this 
country, and one overseas, the author became impressed 
with the usefulness of exteriorization, when about fifty 
patients with colostomies which had been made in the 
treatment of battle injuries of the colon and rectum at 
overseas army medical installations came under his care. 
The management of these colostomy patients and a par- 
tial review of the literature constitute the basis of this 
paper. The author has had no experience with the initial 
treatment of battle injuries in the forward areas. It is, 
therefore, with understanding and realization of the diffi- 
culties encountered by surgeons in the front line regions, 
and the knowledge that hindsight is easier than fore- 
sight, that certain critical observations are made. 


The wisdom of exteriorization of wounds of the colon 
was emphasized repeatedly during the late war. Ogil- 
vie, in reviewing the results of surgery in the western 
desert, contended that the principle of exclusion of all 
damaged parts of the large intestine until repair is com- 
plete, applies to all injuries, even suspected ones, and 
to all parts of the bowel, particularly the extraperitoneal 
portion of the rectum. From directives and bulletins 
issued by the Surgeon General’s Office, in which broad 
policies and guiding principles on the care of the 
wounded were presented, it can be learned that exteri- 
orization of the injured bowel was considered the estab- 
lished procedure. Proximal colosotomy was regarded as 
mandatory in the treatment of wounds of the rectum. 
Primary closure of wounds of the unprepared colon, 
as found in battle casualties, was deemed unwise and 
unsafe. 


Ogilvie® cited a case which is illustrative. Primary 
suture of a retroperitoneal tear of the descending colon, 
with drainage of the retroperitoneal region, was ac- 
complished. Later a fecal fistula developed, and the 
patient died on the ninth day. Autopsy showed the 
wound of the colon to be broken down over a large area. 
Fecal matter lay free in the retroperitoneal tissues, and 
a severe general peritonitis was present. Comment by 
the surgeon was: “Suture alone seemed adequate; a 
proximal colostomy should have been made.” 
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The following case, which was among those observed 
by the author, also serves to illustrate the probable un- 
wise choice of primary suture of a perforated colon 
rather than exteriorization. 


The patient incurred a gunshot wound of the abdomen 
with the point of entrance in the right lumbar region 
and the point of exit in the left lower quadrant of the 
abdomen. At laparatomy ten hours after injury, a per- 
foration 3 centimeters in diameter was found in the 
upper portion of the sigmoid colon. The perforation was 
closed. ‘On arrival at an overseas general hospital, a 
fecal fistula was present in the lower left quadrant 
of the abdomen. The external opening of the fistula 
was the original wound of exit. At this hospital a loop 
colostomy of the transverse colon was made and mul- 
tiple bone fragments were removed from the left ilium. 
After admission to a general hospital in this country, 
it was found that the patient had the following condi- 
tions: a fecal fistula, a poorly functioning loop colostomy 
of the transverse colon, compound comminuted fractures 
of the left ilium and sacrum with osteomyelitis of these 
bones, an atonic bladder, anal sphincter incompetence and 
partial paralysis of the left lower extremity. It was 
determined by x-ray examination, after lipiodal injec- 
tion, that the fistula communicated with the upper sig- 
moid colon. Since the loop colostomy did not completely 
divert the fecal stream and therefore did not defunction- 
alize the distal bowel, revision of the transverse colos- 
tomy with separation of the stomata was done. Later, 
the perforated portion of the sigmoid colon and the 
fecal fistula were excised, and end-to-end anastomosis 
accomplished. The chronic osteomyelitis required drain- 
age and sequestrectomy. The transverse colostomy was 
permitted ‘to remain because of the incompetent anal 
sphincters. It is believed that exteriorization of the per- 
forated portion of the sigmoid colon and the formation 
of a double-barrel colostomy at the time of the first 
laparotomy would have’ been the better procedure for 
this patient. Exteriorization would have prevented the 
formation of the fecal fistula and might well have les- 
sened the severity of the osteomyelitis. 


In reviewing the literature, it was found that authors 
who had had first-hand experience with battle injuries 
were almost without exception in favor of some type of 
exteriorization of all battle injuries of the colon. Hors- 
ley® stated that there is no dispute concerning exteriori- 
zation of the wounded bowel. Mason® followed the dic- 
tum, “exteriorize all colon injuries.” Such strict adher- 
ence to the principle of exterioration of all colon in- 
juries may be debatable in civilian-type injuries. Hoffert 
reported at this society two cases of civilian-type injury 
to the colon in which exteriorization was employed with 
successful results in both cases. 

Although there appears to be little or no argument 
concerning the value of exteriorization of battle injuries 
of the colon, there is considerable controversy over the 
methods of accomplishing the exteriorization, such as 
the technique involved and the type of colostomy to be 
employed. It is believed by some surgeons that the 
simple tube or loop colostomy, when properly performed, 
will completely shunt the fecal stream and defunction- 
alize the distal segment, while it is considered by others 
that the loop colostomy is inefficient and that complete 
defunctionalization of the distal bowel can only be ob- 
tained by forming a colostomy with separated stomata. 
It is felt by the latter that fecal material is bound to 
get into the distal bowel if the colostomy is covered by 
the same dressing. In observing the colostomies of 
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those patients which came under the author’s manage- 
ment, it did not seem that there was always a clear un- 
derstanding of the purpose of the operation at the time 
the colostomy was made. This was particularly true of 
proximal colostomies whose apparent intended purpose 
was to defunctionalize the distal bowel but, because of 
the technique used, could at best only decompress the 


bowel. Many of these patients arrived at the general 
hospital with the distal colon and rectum filled with 
feces. This was especially troublesome in those patients 
suffering from wounds of the buttocks and perineum 
which communicated with the rectum and which fre- 
quently were associated with compound fractures of the 
pelvic bones. 

In order that a better understanding of the purpose 
of the operation can be acquired, Mason® has grouped 
trauma of the colon as follows: (1) perforations of the 
antemesenteric portion up to one-half the diameter of 
segment; (2) perforations of the mesenteric and ante- 
mesenteric border larger than one-half of the diameter; 
(3) severely torn segments necessitating resection of 
a segment; (4) complete transections; (5) injuries to 
the mesentery producing nonviable segments; (6) the 
first five groups occurring in the rectosigmoid above the 
pelvic floor; (7) the same five groups occurring between 
the pelvic peritoneum and anus; and (8) injuries neces- 
sitating right colectomy or cecectomy. Using a classi- 
fication of this type, the exteriorization of the bowel 
should be planned and the colostomy constructed, bear- 
ing in mind not only the simplest and easiest closure 
later but, what is more important, the real purpose of 
the exteriorization. 

Ordinarily two types of colostomies are employed:: 
(1) the tangential, simple, no-spur loop or tube colos- 
tomy and (2) the long, double-barrel colostomy with or 
without separation of the stomach. According to Ma- 
son,® injuries of the colon fall in groups as stated above; 
and Groups 1, 6, and 7 should be treated by the simple, 
no-spur, loop colostomy. There is no question con- 
cerning the Group 1 injuries, since a loop colostomy will 
handle adequately the small antemesenteric or lateral 
perforations and lacerations. One questions that a loop 
colostomy, no matter how performed, will completely 
defunctionalize the lower bowel and rectum in Groups 
6 and 7 injuries. It is believed that the time would be 
well spent, providing the patient’s condition permits, in 
constructing a colostomy which will completely defunc- 
tionalize the lower segment. This can only be accom- 
plished by the formation of a colostomy with separated 
stomata, whether this be the Devine type or a no-spur 
colostomy with separated stomata necessitating end-to- 
end closure later.. The usual double-barrel colostomy 
with approximated stomata will permit feces to gravitate 
from the proximal stoma to the distal stoma. Exclu- 
sion-type colostomies should be constructed, particularly 
for large intraperitoneal perforations or lacerations of 
rectum, where it is obvious a long time will elapse be- 
fore healing and where secondary closure of the rectal 
wound will be necessary. Extensive damage to lower 
bowel segments, associated injury of bladder and ure- 
thra, and rectal injuries with compound fractures of the 
pelvis are examples of injuries which require a pro- 
longed and complete defunctioning artificial anus. Un- 
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der these circumstances, the exteriorized loops should be 
made sufficiently long to allow for complete transverse 
section and some separation of the stomata. As ulti- 
mate closure will be by end-to-end suture, the forma- 


tion of a spur is undesirable. The formation of a 
skin bridge between the arms of the loops might, in 
fact, be preferable. 


The loop colostomy may be used for small perfora- 
tions of the rectosigmoid, suspected perforations of the 
rectum, or when the patient’s condition is such that 
the additional time required to construct a completely 
diverting type would greatly add to the risk of the 
operation. However, certain details in the formation 
of the loop colostomy, as recommended by Horsley,® 
Mason® and Fallis,? should be observed. For exteriori- 
zations or loop colostomies in the lower quadrants of 
the abdomen, short, laterally placed incisions which fol- 
low: the direction of the fibres of the external oblique, 
similar to the McBurney incision, should be used. For 
colostomy of the transverse colon, a transverse incision 
through either rectus muscle, as advocated by Fallis,3 
is indicated. The transverse incision will obviate the 
necessity of rotating the loops or twisting the bowel in 
its axis to permit delivery. Adequate mobilization with- 
out tension is extremely important in preventing retrac- 
tion. It should be recalled that about one-half the diam- 
eter of the right colon, both flexures, and a portion of 
the rectosigmoid lie retroperitoneally, and that the lateral 
mesenteric attachments are for the most part avascular. 
Lateral incisions in the mesocolon can be made with im- 
punity in procuring mobilization. Even with adequate 
mobilization there is a tendency for loop colostomies to 
retract. For this reason, a glass rod or rubber tube 
should be placed under the loop to be maintained in 
place for several weeks if necessary.’ Retraction causes 
the colostomy to degenerate into a useless fistula, which 
may be difficult to repair or may lead to intraperitoneal 
sepsis or abdominal wall abscess. The loop colostomy 
should be opened as soon as it is made, in the long axis 
of the antemesenteric border of the bowel, not neces- 
sarily in a longitudinal band. About two-thirds of 
the incision should be over the proximal loop and one- 
third toward the distal loop. The mesenteric . border 
of the bowel will be undisturbed and will rest against 
the glass rod or tube. Often this type of colostomy can 
simply be closed by suturing the longitudinal incision 
transversely. The closed loop can then be placed extra- 
peritoneally or intraperitoneally as seems most desirable. 


Injuries of the colon falling in Groups 2, 3, 4 and 
5 of Mason’s® classification should be treated by the 
construction of a double-barrel spur colostomy, accord- 
ing to Mason. This type of colostomy and exterioriza- 
tion would permit extraperitoneal closure after crush- 
ing the spur. It was Mason’s belief that exteriorization 
of these injuries without formation of a spur would 
result in a complicated procedure in re-establishment 
of the continuity of the bowel. This is contrary to the 
opinions of Keene? and Hamilton and Cattanach,* who 
prefer excision of the colostomy and end-to-end intra- 
peritoneal closure as a one-stage procedure rather than 
the spur-crushing, extraperitoneal two-stage procedure. 
The author has, on several occasions, closed colostomies 
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intraperitoneally with excellent results and no untoward 
effects. As has been emphasized by Coller and Vaughn,? 
Pemberton and Black,!° the. peritoneal cavity will stand 
the contamination of intraperitoneal closure of a colos- 
tomy or open end-to-end anastomosis better than the 
abdominal wall tissues at the site of the colostomy. 


Injuries of the ascending colon and cecum are ex- 
tremely difficult to manage. Various exteriorizations 
procedures have. been recommended. Tangential per- 
foration of the cecum may be treated by tube cecostomy 
but preferably by exteriorization. Cecostomy, even when 
necessary because of direct injury, should never be used 
as a substitute for a proximal colostomy when indi- 
cations are present for the latter. Extensive injuries 
necessitating resection of the cecum and ascending 
colon were treated by a number of different methods, 
In one method, after resection, a terminal ileostomy was 
created in a separate incision in the right lower quad- 
rant, and the distal end of the colon was exteriorized 
below the costal margin. Occasionally an ileocolostomy 
was done and the distal end of the colon exteriorized as 
a colostomy. The formation of a double-barrel colos- 
tomy, one limb of which is the distal colon and the other 
limb the terminal ileum, has been suggested as another 
way of handling these injuries.1 Such a combined prox- 
imated ileostomy and colostomy could be closed extra- 
peritoneally after crushing the spur. 


It would seem a simple matter to close a colostomy. 
However, the fairly large number of papers written on 
the closure of colostomies by authors with large ex- 
perience attests to the fact that difficulties are encoun- 
tered. It was the author’s experience to find that a 
large number of colostomies were attended with com- 
plications or problems such as retractions, herniation 
of the bowel subcutaneously, interposed foreign bowel 
or mesentery between the colostomy loops, varying de- 
grees of rotation of one limb of the colostomy around 
the other limb, secondary perforations or fistulae ad- 
jacent to the colostomy, and inflammatory or granulom- 
atous masses involving the colostomy. These complica- 
tions prohibited or precluded the use of the Paul- 
Miculicz technique or spur-crushing extraperitoneal 
closure. Excision of the colostomy, followed by intra- 
peritoneal, open or closed, end-to-end anastomosis, was 
accomplished in these cases, with excellent results. 
Where a well-defined spur is present, the usual spur- 
crushing extraperitoneal closure can be used. Whatever 
method of closure is used, the contamination of the 
abdominal wall tissues should be handled either by de- 
layed closure, as used by Coller and Vaughn? and Pem- 
berton and Black,?° or by subcutaneous drainage. 


_ Summary 

The value of exteriorization procedures for colon 
injuries is emphasized. 

The techniques involved and the indications for the 
various methods of exteriorization are - discussed. 

When the intended purpose of the exteriorization pro- 
cedure is defunctionalization of the distal bowel it is 
believed that a formal type of colostomy with sepa- 
rated stomata should be made, rather than a simple loop 
colostomy. 
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Discussion 


Dr. Rosert J. TenNeR: Dr. Anderson has presented 
a very interesting and excellent discussion of the problem 
of colostomy and exteriorization procedures for colon 
injuries. 

I would like to emphasize the importance of an ex- 
clusion type of colostomy. My experience in an Army 
General Hospital was very similar to Dr, Anderson’s, 
and I saw several cases of chronic fecal fistulas which 
I believe would have been prevented if the colostomies 
which were established had completely diverted the fecal 
stream. 

When it is deemed advisable to make a colostomy, 
whether for decompression in the case of an obstructing 
carcinomatous lesion or for protection of the sutured 
colon after repair of an injury, I feel the fecal stream 
should be diverted completely. I have seer colostomies 
which only partially diverted the fecal current, and I 
believe these were so constructed, in part at least, to 
facilitate the later closure of the bowel in a retroperito- 
neal or so-called aseptic manner. This aid to later 
closure of the stoma is no longer necessary, in my 
opinion, in that with the aid of chemotherapy plus the 
immunity present in these cases there is little or no 
risk or danger to the procedure of colostomy closure. 
At our hospital we closed over fifty colostomies. These 
closure cases were prepared for five days preoperatively 
with 15 to 20 gm. of sulfasuccidine daily, and then 
the stoma was closed and the wound sutured in layers. 
In some instances an extraperitoneal closure was done, 
but more often the colon was put back into the perito- 
neal cavity, free on its mesentery. All cases healed well 
and with no further difficulty. Therefore, I feel it is im- 
portant to establish a completely exclusion type of colos- 
tomy in order to accomplish the main purpose at hand, 
in those cases where for any reason a colostomy is 
indicated. 

There is a point I would like to mention in con- 
nection with the construction of a transverse colostomy 
when such a procedure is indicated. I feel it is advis- 
able to make use of the protective properties of the 
omentum in these cases. An opening should be made 
in the omentum distal to its attachment to the trans- 
verse colon and by reaching through this opening, a 
loop of the colon can be delivered which will be sur- 
rounded by a collar of omentum. After the colon has 
been exteriorized and the wound closed, the omentum is 
in direct contact with the peritoneum of the anterior 
abdominal wall and thus seals off the peritoneal cavity 
from contamination and protects against possible hernia- 
tion of the small intestine through the wound. Also 
when the colonic stoma is later closed, the omentum 
affords excellent protection against possible leakage 
which might occur at the suture line. 


Dr. Hamiin Mattson: Colon injuries constituted 22 
per cent of all intra-abdominal visceral injuries in World 
War I. At Wakeman Hospital Center, most of our 
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colon surgery consisted in closing colostomies made 
overseas. We saw loop colostomies. I do not recall 
seeing one with separated stomata. We did end-to-end 
sutures and dropped the colon back into the peritoneal 
cavity. By this method better repair of the fascial 
hiatus is possible. The peritoneum is much better able 
to cope with infection than is the abdominal wall. The 
abdominal wall was drained. With chemotherapy and 
suction tubes in the lower small bowel, we are permit- 
ted greater boldness in colon surgery than heretofore. 

We saw posterior colonic fistulas from bullet wounds 
through the ascending and sometimes descending colon 
where no mesentery is present. In the former it seemed 
best to do right hemicolectomy, while in fistulas from 
the descending colon the preferable procedure seemed to 
be repair of the colon after rotation, followed by a tem- 
porary transverse colostomy, Devine type. 


Dr. NatHAN C. Pirmpton: I was very much inter- 
ested in Dr. Anderson’s paper and the comments, These 
men were at one end of the line while I was at the 
other. We often wondered what happened to the men 
we operated on, and my only follow-ups were a few 
scattered letters from some of my patients. 

It is evident from what was presented here tonight 
that some colon injuries would have been better treated 
by an exclusion type of colostomy. In the European 
Theater of Operations, by directive, we did loop colos- 
tomies, and I think it is a good operation for most of 
the cases it was done on. Our group was about evenly 
divided between repairing the injuries to the colon and 
doing a proximal colostomy, and by exteriorizing the 
injured segment. I used to prefer the former when 
possible because I could delay the opening of the 
colostomy a day or so, thereby saving the wound from 
some contamination. Also, I preferred bringing my 
colostomies through a separate wound, usually a trans- 
verse incision when a transverse colostomy was done. 
One trick we employed when there was a single hole in 
the colon was to exteriorize that particular part of the 
bowel and repair it, with the hope that it would hold. 
‘Of course, it never did, but the wound was spared sev- 
eral days contamination. It was our feeling at the time 
these colostomies were done that, because the distal loop 
of the colon was already full of feces, it would not 
make much difference if there was some drainage from 
the proximal loop into the distal loop as long as we had 
performed a decompression. 

Another argument for this procedure is that it 1s 
quick and simple, which is quite a factor when there 
is a backlog of ten to fifteen men in the preoperative 
tent who need abdominal and chest operations. I 
quite agree that all retroperitoneal wounds of the colon 
should be drained directly to the outside, in addition to 
the proximal colostomies. One thing we learned was 
that in the rather severe wounds of the rectum it is bet- 
ter to do a proximal transverse rather than a sigmoid 
colostomy, because in the final repair it might be neces- 
sary to mobilize enough sigmoid to anastomose it with 
the lower rectum, and if the latter procedure is done, 
it would add to the difficulty of the final operation. 


Dr. U. S. Anverson: Before this meeting, I tried 
to find someone who had served i in a field or evacuation 
hospital to tell of his experiences in making these colos- 
tomies. I was unable to find anyone, and I am there- 
fore glad that Dr. Plimpton has told us something about 
his experiences. All of us who were in general hospitals, 
both in this country and overseas, marveled at the 
excellent work of the surgeons in the field and evacua- 
tion hospitals. I did not wish to give the impression 
that all of the colostomies were made incorrectly. 
Many of them were made correctly, subsequently closed 
and the patients returned to duty. As I stated in my 
paper, I had had no first-hand experience with battle cas- 
ualties, but believe I could understand and appreciate 
the many difficulties under which the surgeons in the 
forward areas worked. 
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MEDICAL BROADCAST FOR FEBRUARY 


The following radio schedule of talks on medical 
and dental subjects by William O’Brien, M.D., Di- 
rector of Postgraduate Medical Education, University 
of Minnesota, is sponsored by the Minnesota State 
Medical Association, the Minnesota State Dental Asso- 
ciation, the Minnesota Hospital Service Association in 
co-operation with the Minnesota Hospital Association 
and the Minnesota Nurses Association, and the Uni- 
versity of Minnesota School of the Air. 


1 11:30 A.M. ‘s Medicine in the News 


ROC- 
FAM s y 
4 4:45P.M. WCCO Hospitals for Mental Disease 
5 11:00A.M. KUOM Your Body Needs Regular Ex- 
ercise 
7 4:45P.M. WCCO Social Hygiene 
8 11:30A.M. KUOM- Medicine in the News 
KROC- 
KFAM 
11 4:45P.M. WCCO The School Nurse 
12 11:;00A.M. KUOM Rest and Sleep Renew Our 
Bodies Daily 
13 4:45P.M. WCCO National Heart Week 
15 11:30 A.M.. KUOM- Medicine in the News 
KROC- 
KFAM 
18 4:45P.M. WCCO Progress in Maternal and In- 
fant Care 
19 11:00A.M. KUOM Your Nervous System Directs 
Your Life 
20 4:45P.M. WCCO Cause of Accidents 
22 11.30A.M. KUOM- Medicine in the News 
ROC- 
KFAM 
25 4:45P.M. WCCO On Becoming a Nurse 
26 11:00A.M. KUOM We Can Grow did oo Be Well 
27 4:45P.M. WCCO Injuries of Mouth and Teeth 





AMERICAN CONGRESS ON 
OBSTETRICS AND GYNECOLOGY 

The program of the Third American Congress on 
Obstetrics and Gynecology, to be held September 8-12, 
1947, in St. Louis, will feature general sessions for all 
groups making up the congress as well as smaller in- 
dividual group meetings and round-table discussions. 
The morning sessions will be panel-type presentations 
of the following subjects: September 9, Anesthesia and 
Analgesia; September 10, Cancer; and September 11, 
Cesarean Section. 

The afternoon meetings of the medical section of 
the congress will consider on September 9, Psychoso- 
matic Aspects of Pregnancy; on September 10, Preg- 
nancy Complicating Cardiac Disease, Diabetes and 
Tuberculosis; and on September 11, Recent Advances 
in Endocrinology. ‘ 

Round-table discussions from four to five o'clock 
daily will consider such topics as etiology of abortion, 
asphyxia, fibroids, prolonged labor, infertility, early 
ambulation, adolescence, treatment of abortion, genital 
relaxation, ovulation, the menopause, the cystic ovary, 
uterine bleeding, nutrition in pregnancy, geriatric gyne- 
cology, endometriosis and erythroblastosis. 

Concurrent sessions and round tables for nurses, hos- 
pital administrators and public health workers are be- 
ing arranged. 

The popular forceps and breech demonstrations, that 
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attracted so much attention at the second congress in 
1942, will be increased in number so that eighteen 
demonstrations per day will be held, six each at nine, 
one and five o'clock daily. 

A large scientific and educational exhibit is being 
set up under the direction of Dr. J. P. Pratt of De- 
troit, and a comprehensive motion picture program 
is being arranged by Dr. John Parks of Washington, 
D. C. The committees assisting these doctors will re- 
view applications by prospective participants late this 
spring. Anyone wishing to make application for space 
in the scientific exhibit or for time on the motion pic- 
ture program may obtain the proper blanks from the 
office of the congress at 24 West Ohio Street, Chicago 
10, Illinois. 





SECOND SOUTH AMERICAN CONGRESS 
OF NEUROSURGERY 


The second South American Congress of Neurosur- 
gery will be held in Santiago, Chile, April 21-27, 1947. 
Subjects which will receive special attention include Hy- 
drocephalus, Histology in Brain Tumors (Gliomas and 
Paragliomas) in Relation to Clinical Findings, and 
Brain Abscess. 

As the meeting is sponsored by the Chilean govern- 
ment, embassies and consulates of Chile have been in- 
structed to grant free visas to those wishing to attend 
and to extend maximum facilities for obtaining the 
necessary travel permits. 

The registration fee of $18.00 (United States) in- 
cludes the cost of a copy of the Proceedings of the 
Congress. 

Copy of the program and further information may be 
obtained from Dr. Carlos Villavicencio, Instituto de 
Neurocirugia y Neuropatologia, Casilla 70, Santiago, 
Chile. 





EXAMINATIONS FOR APPOINTMENT 
TO REGULAR CORPS, USPHS 


Competitive written examinations for appointment to 
the Regular Corps of the USPHS to fill some seventy- 
five vacancies will be held on April 14 and 15, 1947, 
at various locations. The oral examinations will be 
held from February 13 to April 9 in strategically located 
cities. One of these is Minneapolis and the date set 
is February 27. 

Commissions are available to scientists trained in bac- 
teriology, mycology, parasitology, entomology, biology, 
chemistry, physiology, physics, psychology, et cetera. 
Salary for assistant scientists is $3,811, and for senior 
assistant scientists, $4,351 with allowance for depend- 
ents. 

Application forms and additional information can be 
obtained from the Surgeon General, USPHS, Wash- 
ington 25, D. C. 

(Continued on Page 206) 
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The improved Aminophyllin Supposicone developed by 
Searle Research provides an excellent vehicle for 
prolonged and complete absorption of the contained medicament 
(7% er. of Searle Aminophyllin*). 


Supposicones are unlike all suppositories known heretofore—the 


specially prepared base results in prompt disintegration in the 


rectum at body temperature, yet no refrigerated storage is necessary. 


Aminophyllin Supposicones are nonirritating to the rectal 
mucosa—no anesthetic is required—and they are properly 


sized and shaped for easy insertion and retention. 





SEARLE 


Fepruary, 1947 


In boxes of 12. 
*Searle Aminophyllin contains at least 80% of anhydrous theophyllin. 


Supposicones is the registered trademark of G. D. Searle & Co., 
Chicago 80, Illinois. 
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WOMAN'S AUXILIARY 





STATE BOARD MEETING 


The fall board meeting of the Woman’s Auxiliary 
to the Minnesota State Medical Association was held 
at the University Club in Saint Paul, Friday, Decem- 
ber 6, 1946. 

Mrs. Jesse D. Hamer, Phoenix, Arizona, president of 
the Auxiliary to the American Medical Association, was 
_ present and brought a very interesting message to the 
board members. A luncheon followed the business meet- 
ing. 


Hennepin County 

On December 6, 1946, the Hennepin County Auxiliary 
held its annual Christmas tea in the Medical Arts 
lounge. Mrs. Jesse D. Hamer, Phoenix, Arizona, na- 
tional president, and Mrs. Melvin S. Henderson, Roches- 
ter, state president, were guests of honor. 

Mrs. Leonard Arling read “The First Christmas 
Tree,” and Mrs. Elmer O. Dahl and Mrs. Arthur A. 
Wohlrabe were tea hostesses. 

A luncheon was given at the Radisson Hotel, January 
3, 1947. 

Mr. E. C. Peterson of the Baker Peterson Floral 
Company gave a demonstration of floral arrangements. 

Mrs. Gerald M. Koepke made the luncheon arrange- 
ments and Mrs. C. A. Boreen was hospitality chair- 
man. 


Mower County 


The Mower County Auxiliary met Monday, Decem- 
ber 30, 1946, at the home of Mrs. J. K. McKenna, with 
eleven members present. 

Mrs. H. B. Allen presided as Mrs. P. C. Leck gave 
an interesting outline of the Christmas seal work. She 
traced the progress of the seal from its origin in 1903 
in Denmark to its present date. She told how in 1904 
the National Tuberculosis Association was organized to 
study tuberculosis in all its forms, to spread knowledge 
as to its causes, treatment and prevention. 

The Auxiliary voted to purchase a $5.00 tuberculosis 
bond. 

Luncheon followed the meeting. 


Red River Valley 

The Red River Valley Medical Auxiliary met Tues- 
day evening, January 7, 1947, at the home of Mrs. 
O. K. Behr, Crookston. Mrs. M. O. Oppegaard, presi- 
dent, presided at the business meeting which was fol- 
lowed by several tables of bridge. 

Mrs. J. P. Anderson of Red Lake Falls was the 
high-score prize winner. The out-of-town guests were 
Mrs. W. E. Anderson of Clearbrook and Mrs. C. H. 
Holmstrom and Mrs. M. J. Bechtel of Warren. 

Refreshments were served by Mrs. Behr. 

The meeting followed the annual banquet held in the 
Red and Gold room of: Hotel Crookston, attended by 
members of the Red River Valley Medical Associa- 
tion and the Auxiliary. 
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Waseca County 

Dr. and Mrs. Clifford Wadd of Janesville entertained 
the members of the Waseca County Medical Society and 
their wives at a dinner at Hotel Waseca, January 7, 
1947. 

At the business meeting of the auxiliary, held after 
the dinner, the following officers were elected: Presj- 
dent, Mrs. B. J. Gallagher, Waseca; Vice President, 
Mrs. Ray Hottinger, Janesville; Secretary-Treasurer, 
Mrs. R. D. Davis, Clearbrook. 


Winona County 

Winona County Auxiliary members attended a din- 
ner with their husbands Monday evening, January 6, 
1947, at the Winona Hotel, Winona, Minnesota. A busi- 
ness meeting followed the dinner. 





REPORTS AND ANNOUNCEMENTS 
(Continued from Page 204) 


MINNESOTA PATHOLOGICAL SOCIETY 

The regular meeting of the Minnesota Pathological So- 
ciety was held in the Medical Science Amphitheater of 
the University of Minnesota Medical School on Jan- 
uary 21, at 8:00 pm. The featured address, “Rehabili- 


tation Following Semi-starvation in Man,” was given by 
Dr. Ancel Keys. 





UNIVERSITY GRADUATES AVAILABLE 
FOR ASSISTANTSHIPS 


The University of Minnesota Medical School is grad- 
uating a senior class'on August 29, 1947. Some of 
these young physicians have expressed an interest to 
engage in further training on a preceptorship basis or 
to serve as office assistants for periods of from three 
to nine months pending the beginning of regular intern- 
ships. 

Any physician in Minnesota or in the midwest who is 
interested to discuss such an arrangement with students 
at the University of Minnesota Medical School may 
correspond with Dr. M. M. Weaver, Assistant Dean and 
Secretary of the Committee on Internships, University 
of Minnesota Medical School. 


~- 





WASHINGTON COUNTY 

The Washington County Medical Society was ad- 
dressed at its January 14, 1947, meeting by Dr. Karl 
H. Pfuetze, director and superintendent of the Mineral 
Spring Sanatorium, Chest x-rays of some eighty-eight 
high school students, teachers and janitors who had 
had positive Mantoux reactions were interpreted. 





Medicine is the only profession that labors incessantly 
to destroy the reason for its own existence —Lorp 
BrYce. 
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HARRY WINSLOW ALLEN 

Dr. H. W. Allen of Minneapolis passed away on 
December 28, 1946, following a year’s illness. 

Dr. Allen was born at Bath, Maine, on July 10, 1872. 
He lived in Red Wing, Minnesota, before attending 
the University of Minnesota, from which he received 
B.S. and M.S. degrees in 1895 and his M.D. degree in 
1900. 

He was a member of the Hennepin County Medi- 
cal Society, the Minnesota State and American Medical 
Associations, and a staff member of St. Barnabas Hos- 
pital. For many years he was medical examiner for 
the Claim Department of the Minneapolis and St. 
Louis Railway. 

Dr. Allen is survived by his wife and a sister, Mrs. 
George Murfin, Lake Minnetonka. 


‘GEORGE RALPH CHRISTIE 

Dr. George Ralph Christie, of Long Prairie, died in 
Asbury Hospital in Minneapolis on January 20, 1947, 
in his eighty-seventh -year. 

Dr. Christie had practiced medicine at Long Prairie 
for sixty years. He was born in 1858 and graduated 
from’ the University of Illinois in 1882. Although he 
retired some years ago, he continued to be prominent in 
local business and civic affairs and was well known in 
Minneapolis. 

His immediate survivors are. three sons; Dr. Robert 
of Long Prairie, George W., editor of the Red Lake 
Falls Gazette; and Donald R., of Perham. 

Funeral services were held on Wednesday, January 
22, at 2 p.m. and interment was at Long Prairie. 


DONALD MICHAEL DECOURCY 

Dr. Donald Michael DeCourcy was born in Saint Paul, 
on March 3, 1902, and died suddenly on May 28, 1946. 
He was buried in St. Mary’s cemetery, Minneapolis. 

He attended St. John’s grade school on Dayton’s 
Bluff and later graduated from St. Thomas Military 
Academy, Saint Paul. While at St. Thomas College, 
where he took his pre-medical course, he played half- 
back in football, played hockey, was Minnesota 
State collegiate singles champion in tennis. In 1919 
he won the Colonel Perkins silver tennis trophy and 
was Saint Paul city tennis champion in 1922 and 1925. 
He graduated from Marquette Medical School in 1929, 
and while there he played defense on Marquette’s un- 
defeated hockey teams of 1927 and 1928, who were the 
Northern Collegiate Champions. He earned a place for 
himself in Marquette’s Hockey Hall of Fame. 

He interned at St. Joseph’s Hospital, Saint Paul, 
from 1929 to 1930. He maintained an office on Day- 
ton’s Bluff since his graduation and was affiliated with 
the Veterans Hospital, where he served in the capacity 
of orthopedic surgeon. He was on the staffs of Mounds 
Park, St. John’s and St. Joseph’s Hospitals. He was 
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a member of the Minnesota State and American Medi- 
cal Associations, and the Ramsey County Medical 
Society. He was also a member of the Phi Chi 
medical fraternity. 

He is survived by his wife, Elizabeth Talbot De- 
Courcy, whom he married on June 19, 1937, and two 
sons, Donald Michael, Jr., and Michael Talbot DeCour- 
cy, who was born about one hour after his father’s death, 


James Watson, M.D. 


DOMINICK PATRICK DEMPSEY 


Dr. Dominick P. Dempsey of Wabasha died Novem- 
ber 30, 1946, at the age of seventy-six. 

He was born at Clermont, Iowa, on September 9, 
1870. After receiving a B.S. degree from Valparaiso 
University in 1903, he obtained his medical education 
at Creighton Medical School in Omaha, graduating in 
1906. He interned at St. Mary’s Hospital in Minneapolis 
and opened an office in Kellogg, Minnesota, and in 
Wabasha in conjunction with Drs. Lester and Doherty 
in 1907. 

Dr. Dempsey was a member of the Wabasha County 
Medical Society, the Minnesota State and American 
Medical Associations. 

He is survived by a sister who lives in Dubuque, 
Iowa, and several nephews and nieces in Iowa and 
Nebraska. 

JOHN JOSEPH EDERER 


Dr. John J. Ederer, formerly of Mahnomen, Min- 
nesota, passed away December 11, 1946, in Minneapolis, 
following a heart attack, after an illness of almost two 
years. 

He was born at Morton, Minnesota, on March 9, 1905. 
After attending North Dakota University for two years, 
he took his medical course .at the University of Min- 
nesota, graduating in 1930, His internship was served 
at the United States Marine Hospital in New York. 
At one time he practiced in Morris and Bellingham, 
Minnesota, and was an army physician from 1934 until 
1936. 

Dr, Ederer owned and operated the Mahnomen Hos- 
pital at Mahnomen, Minnesota, for four years before 
retiring in 1944. He was a member of the Red River 
Valley Medical Society and served as examining physi- 
ciain for the Selective Service for a period of four 
years in Mahnomen County. He was elected president 
of the Mahnomen Golf Club in 1939. o 

Dr. Ederer is survived by his wife, Celeste, and two 
sons, John H. and Paul F. Ederer. 


HENRY B. GRIMES 


Dr. H. B. Grimes of Madelia, Minnesota, died July 
18, 1946, at the age of sixty-nine. 

He was born in Mansfield, Ohio, on September 8, 
1877. He received his medical degree from the Univer- 
sity of Michigan in 1903 and interned at St. Mary’s 
Hospital in Rochester, Minnesota. 

After practicing at Lake Crystal, Minnesota, from 
1904 until 1911, he moved to Madelia. In 1918 and 
1919 he served as captain in the Medical Corps of the 
army and later was a major in the army medical 
reserve. 
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Dr. Grimes was a member of the Watonwan County 
Medical Society, the Minnesota State and American 
Medical Associations, and the Southern Minnesota Medi- 
cal Association. 

ELEANOR JANE HILL 


Dr. Eleanor J. Hill of Minneapolis, one of the first 
women graduates of the University of Minnesota Medi- 
cal School, died December 12, 1946, at the age of 
seventy-eight. 

Dr. Hill was born at Rockwood, Ontario, August 1, 
1868. She received her M.D. degree in 1902 and in- 
terned at the State Hospital for the Insane at James- 
town, North Dakota, staying there from 1902 until 1907. 

She was head of the prenatal clinic at the North- 
east Neighborhood House, school physician for the 
Minneapolis Board of Education, and was a member 
of the staff at Asbury and Northwestern Hospitals. She 
was also a member of the Hennepin County Medical 
Society, the Minnesota State and American Medical 
Associations, 

Dr. Hill is survived by a sister, Mrs. Abbie A. Pearce 
of Minneapolis, and two brothers, Charles F. Hill, 
Ontario, and George A. Hill, Jersey City, New Jersey. 


ARNOLD PLANKERS 


Dr. Arnold Plankers of Saint Paul died December 
26, 1946, at the age of sixty-two. 

He attended Central High School and Hamline Uni- 
versity, Saint Paul, and the University of Minnesota, 
where he played football. He received his medical de- 
gree from Creighton University in 1910, and a few 
years later began practice in Saint Paul. 


CHARLES E. REMY 


Dr. Charles E. Remy, superintendent of the Minne- 
apolis General Hospital from 1930 to 1937, died Decem- 
ber 16, 1946, at the Wesley Memorial Hospital in Chi- 
cago. 

After leaving Minneapolis in 1937, Dr. Remy was 
associated with the Knickerbocker Hospital in New 
York. 


JESSE LYNN MACBETH 


Dr. J. L. Macbeth of St. Clair, Minnesota, died No- 
vember 19, 1946, at the age of sixty-six, following a 
lingering illness, 

Dr. Macbeth was born in Tivoli township, Minnesota, 
June 20, 1880. 

He received his medical education at Fort Wayne 
Medical College, graduating in 1905, and began practice 
in St. Clair in 1906. In 1920 he married Sadie Eaton 
of Mankato. 

Dr. Macbeth was a member of the Blue Earth County 
Medical Society and the Minnesota State and American 
Medical Associations. 

He is survived by his widow, by three brothers, Walter 
and George, of Mankato, and Dr. A. H. Macbeth, Fort 
Wayne, Indiana, and by three sisters, Mrs. Nellie Red- 
ner and Mrs. Mary Britt, of North Dakota, and Mrs. 
Carrie Britt, Eagle Lake. 
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outer skin from breaking; guard against 
caking and abscessing during postpartum. 


Individually designed for each patient. 


For a dealer in Spencer Supports, look in 
telephone book for “Spencer corsetiere” or 
“Spencer Support Shop,” or write direct 
to us. 


SPENCER, INCORPORATED, 





129 Derby Ave., New Haven 7, Conn, 
In Canada: Rock Island, Quebec. May We 
In England: Spencer (Banbury) Ltd., Send You 
Banbury, Oxon. Booklet? 
Please send me booklet, “‘How Spencer 











Supports Aid the Doctor’s Treatment.” 


Name cccccccccccccccccccccccccccccccccscccoccccccces M.D. 


Street POPP SOH OSE ESSE ESET SESE OEOOOO EES OSSE EOE E SEES EEEEE® 


ie RG ac iccicsenadsnieboinie soueinéaiined dares el 


SPENCER “Szsexao” SUPPORTS 


“suseeo% FOR ABDOMEN. BACK AND BREASTS 































INGLEWOOD 
NATURAL" 
SPRING WATER 


GEneva 4351 


Nalu rally Minercli zed, Naturally Heally. 





COMMUNICATION 


VICTOR E. VERNE 

Dr. Victor E. Verne, brother of the late Dr. Paul 
C. Verne of Minneapolis, died December-1, 1946, 

Dr. V. E. Verne was born in Minneapolis, March 2, 
1883. He graduated from the University of Minnesota 
Medical School and was a member of the Nu Sigma 
Nu medical fraternity. 

He began practice at Parkers Prairie in 1906 and be- 
came associated with Dr. O. J. Hagen in Moorhead, 
Minnesota, in 1910, In 1914 he established his own of- 
fice. In 1918 he joined the Medical Corps of the army 
and was later discharged as a captain. 

In 1922 Dr. Verne moved to Long Beach, California, 
where he had since practiced. 

Dr. Verne is survived by his wife and two children. 
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St. Cloud, Minnesota 
November 27, 1946 


Re: Our Forgotten Children 
Dear Dr. Drake: 


I am writing to you, the editor of Minnesota Mep- 
ICINE about a matter which I feel is important. If, 
when I get through telling you my story, you too feel 
that it is worthwhile, perhaps you would like to write 
an article for your MINNESOTA MEDICINE regarding it. 

Minnesota has many good public, private and paro- 
chial schools which take care of the educational needs 
of most of the children of our state. There is, how- 
ever, a group of children, which up until now, has re- 
ceived very little attention. I refer to the homebound 
crippled children of our state. The reason for this 
neglect, I believe, is not that people have not been in- 
terested in them, but rather, because the cases are 
scattered and people have not known about them. It is 
therefore up to some of us who do know what the 
situation is, and what the possibilities are, to do what 
we can to see that life is made as normal and satisfying 
as possible for these deserving children. This, among 
other things, includes the opportunity to get an edu- 
cation. 

St. Cloud has been the pioneer in this field of effort, 
and is the only city in Minnesota which has. in opera- 
tion at the present time Home School for Shut-in 
Crippled Children, conducted through its public schools 
Minneapolis has just recently begun operations to pro- 
vide Home School for its shut-in crippled children. 

As long as 1935, the school authorities of St. Cloud 
recognized the needs and rights of physicaHy handi- 
capped children of our city and mapped out a pro- 
gram of education for them. The work was first car- 
ried out through a WPA project, which was planned 
and supervised by the public schools, with the actual 
home school work being carried out by WPA teachers. 
When WPA was discontinued, interested members of 
the St. Cloud Public Schools Administration collected 
information from other states concerning the opera- 
tion of classes for their physically handicapped children 
and finally, in 1943, wrote a bill which they presented 
before the Minnesota State Legislature. It was sup- 
ported by many interested civic and education groups. 
The bill was passed and became a law. Ever since that 
time our home classes for physically handicapped chil- 
dren have operated under the new law, with expenses 
of operation being born by the state. Though this 
law has been in operation in Minnesota since 1943, no 
other school district outside of St. Cloud, and now 
Minneapolis, has availed itself of its opportunities. 
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COMMUNICATION 


The question is, should there not be many more 
classes for home-bound physically handicapped children 
in operation in various public school systems scattered 
throughout the State of Minnesota, to care for our 
handicapped children? Included in this group are heart 
cases, Spastic cases, rheumatic fever cases, polio cases, 
and crippled children. Could not a little teamwork 
and publicity work on the part of doctors, school super- 
jntendents, and our State Department of Education bring 
education to these deserving children? The machinery to 
do the job is already set up and ready to go, but it isn’t 
being used. Can’t we do our bit to give these deserving 
youngsters the same break that normal children have? 
Why add a mental handicap to the physical handicap 
which they already have to bear? 

Would you care, Dr. Drake, to bring this problem to 
the attention of the doctors of the state, through 
your MINNESOTA MEDICINE, urging them to call to the 
attention of their superintendents of schools the physi- 
cally handicapped children of their town, who are being 
denied an education, just because they can’t go to school 
and get it? I am also at this time writing to the Editor 
of our Minnesota Education Journal, in an effort to 
bring this matter to the attention of the superintendents 
and teachers of our state. They seem not to know that 
a law has been passed to take care of these children. 
All we need is a little understanding and teamwork 
and the job can be done. If the doctors will report 
the cases to the school superintendents and the school 
superintendents will write to the State Department of 
Education for permission to set up Home Teaching, the 
State of Minnesota has already said it would pay 
the bill. Simple, isn’t it? 

Thank you very much for anything you may care 
to do about the matter. Sincerely, 

MarTHA VAN BrusseL, 
Grade Supervisor 
a * * 


Eprtor’s Note: The above letter from Miss Van 
Brussel calls attention to the provision, by the state, 
for free home instruction of crippled children of school 
age unable to attend school or the special public school 
classes. In Minneapolis the Dowling School and in 
Saint Paul the Lindsay School for crippled children 
provide special instruction and free transportation for 
handicapped children who are able to take advantage of 
these special schools. In the cities and country districts, 
there are many additional youngsters who are confined 
to their homes and, therefore, unable to acquire an edu- 
cation. These children are known to physicians. 

If physicians would report the names of such chil- 
dren to the Board of Education of the local school dis- 
trict, and the Board in turn would report to the Special 
Class Section of the State Department of Health the 
names of five or more children living near enough to 
each other to make visiting by a teacher practical, some- 
thing might be accomplished. 

In order to qualify for such home instruction, each 
child must be provided with a certificate -from a quali- 
fied physician, stating the nature and extent of the dis- 
ability and that the child is one so “deformed or im- 
paired in body or limb” as to be unable to attend special 
school classes with other children. As home enrollment 
has a tendency to increase each year, the state re- 
serves the right to require yearly examination of those 
enrolled. 

St. Cloud was the instigator of this worthy move- 
ment, and Minneapolis has just recently taken ad- 
vantage of the provisions of the 1943 law. The rest 
of the state might well get in line. 
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Human Convalescent Serums 


are available for prevention or treatment 


HYPER-IMMUNE PERTUSSIS 


MUMPS SCARLET FEVER 
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POOLED NORMAL SERUM 
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Human Serum Laboratory 
West-108, University Hospital 
Minneapolis 14, Minn. 
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World’s Smallest Hearing Aid 
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The smaller the hearing aid 
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Only One Unit to Wear 
Personalized Fitting 


For Home or Office Appointment 


Call MAin 2787 
or write 
CLEARTONE HEARING AID 
608 Nicollet Room 416 MA. 2787 


Minneapolis 2, Minnesota : 
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o- Of General Interest Sf 





Dr. James J. Kolars opened offices for the practice 
of medicine and surgery in Faribault on January 1. 
-?¢ « 


“Recent Advances in Medicine” were discussed by Dr. 
Martin O. Wallace, Duluth, at a recent meeting of the 


local Kiwanis Club. 
* * * 


Dr. Allan G. Janecky, formerly in practice at Thief 
River Falls, but more recently located at Monroe, 
Louisiana, has entered general practice at Warroad. 

* * * 


Announcement has been made of the termination of 
the partnership of Dr. James A. Sanford and Dr. 
Anthony H. Field, in Farmington, effective January 1, 
1947. 


* * * 


Dr. Edward H. Juers, of Red Wing, was guest speak- 
er at the December meeting of the Saint Paul Surgical 
Society held at the University Club. Dr. Juers’ sub- 
ject was “Pulmonary Thrombosis of the Axillary Vein.” 

* * * 

Dr. Hugh Patterson, of Slayton, is holding office hours 
three forenoons during the week at Lake Wilson—Tues- 
day, Thursday and Saturday—in order to provide the 
residents with at least partial medical service. 

a | 


Dr. Gordon R. Kamman, of Saint Paul, was the 
featured speaker at the meeting of the Webster County 
Medical Society held at Fort Dodge, Iowa, on January 
16, 1947. Dr. Kamman’s subject was ‘“Psychomatic 
Diagnosis.” 

- ai * 


Dr. Dean Affleck, formerly of Grand Rapids, has 
resumed his practice at Twin Falls, Idaho, where he 
had been located for nine years prior to entering military 
service. Dr. Affleck took his medical degree at the 


University of Minnesota. 
* * * 


The practice of the late Dr. G. B. Cross at Lakeville 
has been taken over by Dr. Paul Wagner, effective 
January 6. Dr. Wagner was only recently released 
from military service. He is a graduate of the Univer- 
sity of Minnesota School of Medicine. 

* 2 « 


Recent experimental use of streptomycin in the treat- 
ment of tuberculosis was discussed by Dr. Horton C. 
Hinshaw, of the Mayo Foundation, in the auditorium 
of the Natural History Museum at the University of 
Minnesota on Tuesday evening, January 14. 

os. Ss 
CORRECTION 


Due to a typographical error, the wrong dosage was 
given in the last line in the case summary of the article 
on Epilepsy which appeared. on Page 50. of the January 
issue. The liné should read: Dilantin sodium, 0.1 gm. 
twice daily, was prescribed. 
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Dr. Hartvig Roholt, son of Dr. and Mrs. Christian L, 
Roholt, of Waverly, received his medical degree at the 
mid-year commencement at the University of Minne- 
sota. Dr. Roholt is completing his internship at the 
Milwaukee County Hospital, Milwaukee, Wisconsin. 

oe ¢ 2s 


Dr. Haddow M. Keith, of the Mayo Clinic, has been 
in New York City for a meeting of the American 
League Against Epilepsy and the Association for Re- 
search in Nervous and Mental Disease. Dr. Keith, who 
has been vice president of the League, was elected 
president for the current year. 

* * * 


Dr. Charles E. Turbak has taken over Dr. Charles E. 
Baker’s offices and practice in Herman. 


Dr. Baker, who moved to Fergus Falls some months 
ago, had been holding office hours in Herman several 
days each week until a permanent medical practitioner 
could. be secured. 

* * * 


A portrait in oils of the late Dr. Franklin Raiter, of 
Cloquet, has been hung in the local hospital. The un- 
veiling, which was held on December 24, was witnessed 
by men, women and children from all walks of life, 
representative of the patients to whom Dr. Raiter had 


given a devoted service. 
* * * 


Dr... Marland R. Williams, Cannon Falls, has been 
joined in practice by Dr. Harold J. Anderson, formerly 
of Saint Paul. Dr. Anderson, a graduate of the Uni- 
versity of Minnesota Medical School, was recently dis- 
charged from military service, where he was a surgeon 
in the Army Air Corps. 

‘ * * O* 


Dr. William B. Halme is now associated in practice 
with Drs. Reino H. Puumala and Marie K. Bepko at 
the new Cloquet Medical Center. Dr. Halme, who is 
a former resident of the Kettle River-Automba com- 
munity, was recently appointed a member of the cour- 
tesy staff of St. Luke’s Hospital, Duluth. 

* * * 


- 


Dr. Allan E. Moe has completed his three-year fel- 
lowship in Internal Medicine at the Mayo Foundation 
and received an M.S. degree in science from the Uni- 
versity of Minnesota at the December commencement. 
After February 1, 1947, Dr. Moe will be ‘associated 
with the Fargo Clinic at Fargo, North Dakota. 

x * * 

Dr. Frank Falsetti, of Rochester, who was recently 
released from the Army Medical Corps, is .taking post- 
graduate work at the University of Minnesota School 
of Medicine. At the time of his induction into military 
service in 1944, Dr. Falsetti had an arthopedic residency 
at St. Vincent’s Hospital in Toledo, Ohio. :: 


(Continued on Page 214) 
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Every Medical and. Hospital Need. 


In addition to the hospital and medical equipment, instruments and sup- 
plies of all kinds, that we handle, we are also distributors for a complete 
line of pharmaceuticals manufactured by the Ulmer Pharmacal Company. 
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Drug Specialties and General Pharmaceuticals, including: 


* OINTMENTS 
* AMPOULES 
* TABLETS 
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® and many SPECIALTY ITEMS 


Every one of these Ulmer products is prepared under strict control by 
experienced graduate chemists and pharmacists in modern, air-conditioned 
laboratories to insure accuracy and dependability. All are quality items, 
compounded to meet the exacting standards of the medical profession. 
They are strictly ethical, not advertised to the laity and dispensed only 
upon prescription. 


We also handle a complete line of wholesale drugs—chemicals, biolog- 
icals, ampoules, stains and reagents, volatile oils, drug room supplies, 
general pharmaceuticals and pharmaceutical specialties of all the leading 
drug manufacturers. We can supply you with any item in the line of drugs 
and pharmaceuticals. 

* 


Send us your Order for any Drug Items you need. Write us for informa- 
tion about any of the many outstanding Ulmer Quality products which you 
may wish to prescribe. 


Physicians & Hospitals Supply Co. Inc. 


414 South Sixth Street 
Minneapolis 15, Minnesota 
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(Continued from Page 212) 


Dr. James Chessen, formerly of Duluth, has been 
awarded a fellowship by the American College of Sur- 


geons. Dr. Chessen, who is in practice in Denver, 
Colorado, is a member of the faculty of the University 
of Colorado School of Medicine and consultant to the 
Denver University Student Health Department. 

* * * 


Mid-year commencement at the University was a 
very special occasion for Dr. and Mrs. Denton Eng- 
strom, of Minneapolis. Dr. Engstrom, who has been 
studying under the Army Training Program and in- 
terning at St. Barnabas Hospital, received his medical 
degree, and Mrs. Engstrom received a B.S. degree as a 
medical technician. 

* * * 

The Minnesota Society of Neurology and Psychiatry 
held a regular monthly dinner meeting at the Saint Paul 
Town and Country Club on January 14 at 6:30 p.m. 
The guest speaker was Dr. Barnard J. Alpers, professor 
of neurology at Jefferson Medical College. Dr. Alpers’ 
subject was “The Correlation, by Pathological Studies, 
of Retinal and Cerebral Arteriosclerosis.” 

ena 2 


Dr. Alfred H. Wolf, Harmony, has taken over the 
Minneapolis practice of his brother, the late Dr. William 
W. Wolf, and will locate there permanently. Until an- 
other physician can be secured for Harmony, Dr. Wolf 
will keep office hours there every Saturday afternoon 
and evening. : 

Dr. William Wolf died unexpectedly on December 14. 

eo s 


Dr. Howard Gray, of the Mayo Clinic, has returned 
from the East where he attended the meeting of the 
American Board of Surgery in Philadelphia and ad- 
dressed the Luzerne County Medical Society at Wilkes- 
Barre on “Problems Associated with Surgery of the 
Biliary Tract.’ While away Dr, Gray attended the 
Clinical Congress of the American College of Surgeons 
in Cleveland and participated in a panel discussion on 


surgery of the stomach. 
_ 


Dr. Paul Gamble was elected president of the Free- 
born County Medical Society at the annual meeting 
held at the Hotel Albert in Albert Lea in December. 
Other officers elected at this time were: vice president, 
Dr. Leo Prins; treasurer, Dr. Ernest S. Palmerston; 
secretary, Dr. Paul Persons. 

The business meeting, which was conducted by Dr. 
Daniel L. Donovan, the retiring president, was preceded 
by dinner at 7:00 p.m. 

* * * 

Announcement has been made of the following fel- 
lowship awards by the American College of Surgeons 
to Minnesota men: Drs, Everett B. Coulter, Earl H. 
Dunlap, Paul N. Larson, Reinhold M. Erickson, John 
R. Paine and Wesley G. Schaefer, all of Minneapolis; 
Dr. David P. Anderson, Jr., Austin; Dr. Rochfors W. 
Kearney, Mankato; Dr. Donovan McCain, St. Paul; 
Dr. Anthony J. Spang, Duluth; and Drs. William H. 
Bickel, George T. R. Fahlund, Fred Z. Havens, Paul 
Z. Kiernan and Howard H. Lander, all of Rochester. 
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OF GENERAL INTEREST 


With his resignation as city health officer and county 
coroner in January, Dr. James H. Haines, Stillwater, 
terminated more than thirty years of public service. 


Dr. Haines, who is a graduate of Rush Medical Col- 
lege, Chicago, came to Stillwater in 1895, shortly after 
receiving his degree. He served as superintendent of 
the City Hospital for two years, then entered private 
practice, in which he continued until forced to retire 
recently because of ill health. 

* * * 


Dr. Robert Elman, associate professor of surgery, 
Washington University, St. Louis, Missouri, was guest 
speaker at the meeting of the Hennepin County Medical 
Society on Monday, January 6, in the Medical Arts 
Building. Dr. Elman appeared under the joint auspices 
of the Medical Society and the Minneapolis Surgical 
Society. 

The business session included nomination of officers 
for 1947-48. 


* * * 


Dr. Wilfred M. Akins, now of Red Wing but for- 
merly associated with the More Hospital and Clinic at 
Eveleth, was guest of honor at a dinner for 150 Min- 
neapolis YMCA campers and their fathers given at 
the Y’s year-round camp—Camp Iduhapi—at Lake In- 
dependence. 


Dr. Akins, who was located in Eveleth for many 
years, served as camp doctor at Camp Warren which 
was operated by the YMCA south of Eveleth. 


* 2 8 


Dr, Paul Reed has joined the Lenont-Peterson Clinic 
at Virginia, Minnesota. Dr. Reed, who is a native of 
Virginia, is a graduate of the University of Minnesota 
School of Medicine. Following the completion of his 
internship at the Minneapolis General Hospital in 1937, 
he entered practice at Langdon and Rolla, North Dakota, 
where he remained until enlisting in the U. S. Navy in 
1942. Dr. Reed was in service for four years and at 
the time of his separation was lieutenant commander. 

on ok * 


Dr. Duncan E.. Luth, Duluth, was guest speaker at a 
recent meeting of the West Duluth Women’s Club. Dr. 
Luth’s subject was India and Burma, on which he is 
qualified to speak, having been on military assignment 
in the China-Burma-India Theatre for fourteen months. 
Dr. Luth, who was in the Army Medical Corps for al- 
most four years, served as group flight surgeon and 
chief of obstetrical service of the Romulus Air Base. 
Later Dr. Luth was assigned as surgeon for the Bengal 
Wing in Burma and was placed in charge of all medi- 
cal activities at the Ninth Air Base. 

* * * 


Dr. Jay A. Myers, professor of Public Health and 
Medicine at the University of Minnesota, is now as- 
sociated with five major health groups concerned with 
the study and treatment of tuberculosis. He is general 
chairman of the Research Council of the American 
Chest Physicians; a committee member of the National 
Tuberculosis Association; a member of the recently 
established subcommittee of the National Research 
Council; a member of the committee in the Division 
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of Tuberculosis, U. S. Public Health Service, and a 
member of the Tuberculosis Therapy Study Section 
of the National Institute of Health. 

es & 


Dr. H. H. Perman, formerly of Moorhead, has pur- 
chased Dr. P. W. Demo’s practice at Wells, taking over 
about the middle of January. 

Dr. Perman took his medical degree at Washington 
University in St. Louis. On the completion of his in- 
ternship at the Minneapolis General Hospital, he entered 
the U. S. Navy Medical Corps. Since his separation 
from service six months ago, Dr. Perman has been 
house surgeon at Abbott Hospital in Minneapolis. 

Dr. Demo has re-entered the navy medical service 
and is now on assignment at the Naval Hospital at 
Bainbridge, Maryland. 


* * * 


Dr. Lawrence F. Richdorf, Minneapolis, has been 
appointed co-chairman with Douglas Misfelt, Saint Paul, 
of the American Legion Child Welfare program. 

A major activity of this committee will be a cam- 
paign to raise funds for a permanent professorship in 
rheumatic fever and research to operate in conjunction 
with the projected Variety Club Heart Hospital at the 
University of Minnesota. 

Dr. Richdorf attended the Legion’s Area D Child 
Welfare Conference held in Omaha, January 9 through 
ll, when an appeal was made to other Legion organi- 
zations throughout the country for assistance in estab- 
lishing the proposed professorship. 





OF GENERAL INTEREST 


Dr. G. Arvid Hedberg, superintendent of Nopeming 
Sanatorium, has announced the appointment of Dr. Reno 
W. Backus as associate medical director to succeed Dr. 
Robert Davies, who resigned to take a position in Seattle. 

Dr. Backus is a graduate of Rush Medical College, 
Chicago. He was superintendent of the Methodist Hos- 
pital in Peking, China, for fourteen years and while 
there organized a 100-bed tuberculosis sanatorium. Re- 
turning to the United States in 1941, he joined the staff 
of McGregor Sanatorium in New York. Later he was 
associated with Glen Lake Sanatorium in Minneapolis, 
and has been on the staff at Nopeming since July 1, 1943. 

* * * 

Dr. Ralph Larson, who has been associated in prae- 
tice with Dr. Marvin R. Williams at Cannon Falls 
for the past year, has opened offices at Anoka and pur- 
chased a home there. 

Dr. Larson is a 1940 graduate of the University of 
Minnesota Medical School. He served his internship 
at the Orange County, California, General Hospital, 
then entered private practice. A short time later he 
was inducted into the Army Medical Corps. As a bat- 
talion surgeon he served in England for two years and 
took part in the invasion of Normandy, where he was 
wounded and evacuated to England. At the time of his 
discharge, Dr. Larson had completed fifty-two months 
of military service. 

* * * 

Dr. Ernest F. Cowern, North Saint Paul, was guest 
of honor at an “appreciation party” sponsored by Fel- 
lowship Lodge, AF and AM, and members of the East- 
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ern Star during the Christmas holidays in recognition 
of Dr. Cowern’s forty-three years of service to the 
community. Among the 400 persons who attended were 


many of the 1,360 babies Dr. Cowern has delivered 
since coming to North Saint Paul in 1903. 


Dr. Cowern graduated from Dartmouth in 1902 and 
practiced for a short time in Vermont and New Hamp- 
shire before coming to North Saint Paul. He has 
been local school physician for many years and still is 
“on the job.” 

* * * 


Dr. Kenneth A. Peterson, formerly of Saint Paul, has 
opened offices in association with Dr. Frank D. Gray, 
of Marshall. 


A graduate of the University of Minnesota Medical 
School, Dr. Peterson interned at the Minneapolis Gen- 
eral Hospital and was resident physician at the Midway 
Hospital in Saint Paul for the two years prior to his 
entry into the army. His military assignments included 
duty at Northington General Hospital in Tuscalusa, Ala- 
bama—a neurosurgical, orthopedic and plastic surgery 
center—and the Regional Hospital at Fort McClellan, 
Alabama, where he was chief of the outpatient depart- 
ment. Dr. Peterson was separated from service last fall. 

* * * 


Eighteen new members, fourteen of them veterans of 
World War II, were admitted to the Hennepin County 
Medical Society at the meeting on January 6. 

The veterans were: Drs. Eugene Edward Aherne, 
Evrel Arthur Larson, Howard Martin Frykman, How- 
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Cook County 
Graduate School of Medicine 


ANNOUNCES CONTINUOUS COURSES 


SURGERY—Two-week intensive course in Surgical 
{pceaiane starting January 20, February 17, March 


Four-week course in General Surgery starting Feb- 
ruary 3 and March 3 

Two-week Surgical Anatomy & Clinical Surgery start- 
ing February 17 and March 17 

One west Pet! oid of Colon & Rectum starting March 
10 and 

Two weeks Surgical Pathology every two weeks. 


GY NECOLOGY—Two-week intensive course starting 
March 17, and April 14. 
One-week course in Vaginal Agorsadh to Pelvic Sur- 
gery starting March 10 and April 7. 


OBSTETRICS—Two-week intensive 
March 3 and April 28. 


MEDICINE—Two-week intensive course starting April 
7 and June 2. 
One month course Electrocardiography & Heart Dis- 
ease starting February 15 and fune 16 6. 


course starting 


General, Intensive and Special Courses in all 
Branches of Medicine, Surgery and the Specialties 


TEACHING FACULTY — ATTENDING 
STAFF OF COOK COUNTY HOSPITAL 
Address: 

Registrar, 427 S. Honore St, Chicago 12, Ill. 
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ard Hoffman Groskloss, Donald Ernest Otten, George 
Werner, Gordon Strom, Vincent Frances Swazxson, 
John Patrick Kelly, Donald Richard Reader, John Low- 
ell Stennes, Eric Kent Clarke, Stanley Guy Law and 
Clifford Orvis Erickson. 

Other new members are Drs. Helen Robertson Ha- 
berer, John Jacob Kaplan, Raymond E. Buirge, and 
Donald John Erickson. 


* * * 


Dr. T. S. Eberley, formerly of Anoka, has entered 
practice at Benson. A 1937 graduate of St. Olaf Col- 
lege, Northfield, Dr. Eberley took his medical degree 
at the University of Minnesota in 1941. He served his 
internship at the Minneapolis General Hospital, then 
entered the Army Air Force, where he was made a flight 
surgeon. His assignments during four years in service 
included twenty-eight months in Europe, with duty in 
England, France, Belgium, Holland, Luxembourg, Ger- 
many, Austria and Switzerland. 

At the expiration of his terminal leave on February 
15, 1946, Dr. Eberley enrolled at the University for a 
six months’ postgraduate course. Recently he had been 
practicing in association with Dr. James J. Warner 


at Perham. 
* * * 


Eight oil paintings which included Rochester scenes 
and California landscapes, the work of Dr. John E. 
Crewe, were exhibited in a downtown Rochester store 
during the first week of January. 

Dr. Crewe, who is seventy-four and has been in medi- 
cine for half a century, started painting as a hobby 
about fourteen years ago, but he has never had any in- 
struction. Most of the work has been done during 
the past few years when his health was such that he 
had to take things easier. 

In all, Dr. Crewe has completed about twenty paint- 
ings, some of them in water color, his first media. The 
work is notable for a fine sense of color. Except for a 
showing of a few paintings at a physician’s hobby show, 
this is the first time Dr. Crewe has exhibited his work. 

* * * 

Effective January 1, 1947, Dr. Luverne H. Domeier, 
formerly of Sleepy Eye, began practicing at New Ulm 
in association with Dr. Otto J. Seifert, whom he had 
been assisting for the past several months. 

Dr. Domeier is a graduate of St. Thomas College, 
Saint Paul, and took his medical degree at*Loyola Uni- 
versity, Chicago, in 1939. Following the completion of 
his internship at St. Joseph’s Hospital in Saint Paul, he 
took postgraduate work at Wayne University, Detroit, 
Michigan, where he was granted a fellowship in the De- 
partment of Pathology in 1940. He has also been pathol- 
ogist in hospitals in Pontiac and an instructor at Wayne. 
His army service includes three years as director of 
laboratories and internal medicine in hospitals in Florida. 
At the time of his discharge, Dr. Domeier was a major. 

a es 

After an absence of five years, Dr. Charles Vander- 
sluis has resumed his practice at Bemidji. Dr. Vander- 
sluis is a graduate of the University of Minnesota Medi- 
cal School and interned at the city hospitals in Balti- 
more and St. Louis. He entered practice at Bemidji in 
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1935 and for the four years immediately preceding his 
entry into military service in 1942 was coroner of Bel- 
trami County. 

Dr. Vandersluis’ military assignments included nine- 
teen months in New Guinea and the Philippines. He 
was returned to this country for separation from serv- 
ice in November, 1945. For the past year he has been 
engaged in postgraduate work at the University of 
Minnesota—six months’ study in pathology and six 
months in disease of the heart and blood cells. Dr. 
Vandersluis is limiting his practice to internal medicine. 

During the doctor’s absence from Bemidji, Mrs. Van- 
dersluis and their two children remained at home there. 

. ss 

Dr. Frank W. Quattlebaum and Dr. Jane E. Hodgson 
have opened offices at 511-512 Lowry Medical Arts 
Building, Saint Paul, for the practice of surgery, gyne- 
cology and obstetrics. 

Dr. Quattlebaum is a graduate of the University of 
Georgia School of Medicine, Class of ’39. His intern- 
ship and an assistant residency at the Medical Center, 
Jersey City, New Jersey, were followed by a fellow- 
ship in obstetrics and gynecology at the Mayo Clinic. 

Dr. Hodgson took her medical degree at the Uni- 
versity of Minnesota in 1939 and also served her intern- 
ship and an assistant residency at the Jersey City 
Medical Center. While there she was married to Dr. 
Quattlebaum. 

For the past year and a half Dr. Hodgson has been 
practicing at New Smyrna Beach, Florida, and Dr. 
Quattlebaum was stationed with the Army Medical 
Corps at Daytona Beach, nearby. 

* * * 

New and expanding plans for the Mayo Memorial 
on the University of Minnesota campus now under con- 
sideration call for a 19-story structure which would 
include a new cancer research institute, a wing for the 
University’s School of Public Health, medical admin- 
istrative offices, an addition to the University Hospitals, 
a medical and biological library and a large auditorium. 

The estimated cost of the Memorial under the original 
plans was $2,000,000, of which the legislature had ap- 
propriated $75,000 and the rest was to be raised by 
private subscription. If the new plans are adopted, 
considerably more money must be raised, and the 
Founder’s Committee is studying possible new sources. 
Among them are a Federal grant, and another appro- 
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priation from the Minnesota Legislature. The Minne- 
sota Cancer Society is considering a separate campaign 
to raise the necessary funds for the Cancer Institute. 

Dr. Donald J. Cowling, Saint Paul, is chairman of 
the committee, and Dr. George S. Earle, Saint Paul, is 
secretary. 

* * * 

Dr. Henry W. Meyerding, of Rochester, has returned 
from a European trip during which he attended a 
number of medical meetings and gave several addresses. 
While in Amsterdam, Dr. Meyerding addressed the 
Society for Furtherance of Physics, Medicine and Sur- 
gery, which was established in 1820 and is the oldest 
medical society in Holland. He was introduced to the 
gathering by Dr. Peter Formijne, general president of 
the society, who was a graduate student in medicine at 
the Mayo Foundation in 1929 and 1930. 

In Paris Dr. Meyerding attended the Congress Fran- 
caise de Chirurgie, and was elected an honorary member 
in the Academie de Chirurgie Francaise, which recently 
celebrated its one hundredth anniversary. He also spoke 
at a meeting of the Societe Francaise d’Orthopedic and 
was elected to honorary membership in this organization. 

While in Brussels Dr. Meyerding attended the In- 
ternational Society of Orthopedic Surgery and Trau- 
matology as delegate for the United States, and present- 
ed a paper on the “Surgical Treatment of Malignant 
Tumors of the Bone.” He was honored by being elected 
president of the next Congress of the Society, which will 
be held in Amsterdam in the fall of 1948. 

Dr. Meyerding also assisted at the dedication of a 





Practical Nursing Course 


Nine months’ course open to high school 
graduates or women with equivalent 
education. 


For further information 
write 
Mrs. Lydia Zielke, Supt. of Nurses 
FRANKLIN HOSPITAL 


501 Franklin Avenue Minneapolis 5, Minnesota 

















L. R. Gowan, M.D. 


The Birches Sanitarium, Ine. 


2391 Woodland Avenue 
Duluth 3, Minnesota 


A hospital for the care and treatment of 
Nervous and Mental disorders. Quiet, cheer- 
ful environment. 
Recreational and occupational therapy. 


Specially trained personnel. 


Psychiatrists in Charge 
L. E. Schneider, M.D. 
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monument to Antonius Matthysen, the discoverer of 
plaster-of-Paris bandages. 
$a 2s 


Among those receiving their medical degrees at the 
December commencement at the University of Minnesota 
were: Dr. Melvin Reeves, of Brainerd; Dr. William H. 
Ryan, of Little Falls; Dr. James H. Kelley, of St. 
Paul; Drs. John Watson, Peter Habein, Charles Conley 
and Mark Anderson, Jr., all of Rochester. 

Dr. Ryan is serving his internship at the Almeda 
County Hospital in Oakland, California, and will be 
there until June. 

Dr. Reeves, who has been at the Sheltering Arms 
Hospital in Minneapolis, serving a junior internship for 
the past year, will take his senior internship at the Good 
Samaritan Hospital in Portland, Oregon, and St. Bar- 
nabas Hospital in Minneapolis. 

Dr. Watson will intern at the Robert Packer Hospital 
in Sayer, Pennsylvania. 

Dr. Habein, who is the son of Dr. Harold C. Habein, 
Rochester, has accompanied his mother to Tucson, 
Arizona, where they will spend the winter. 

Dr. Anderson, son of Dr. Mark J. Anderson, has 
gone to California with his parents and will serve his 
internship at the Orange County Hospital in Los 


Angeles. 
| 


Twenty-one Rochester physicians were awarded de- 
grees for work done at the Mayo Foundation at the 
December Commencement of the University of Min- 
nesota, and ten physicians received degrees, in ab- 
sentia, for work performed in the various fields of the 
Foundation. 

M.S. degrees in surgery were conferred on Drs. John 
A. Evert, Ellis E. Fair, Robert F. Golden, Chester L. 
Holmes, Charles S. Joss, Cecil G. McEachern, Wen- 
dell L. Nielsen, John H. Remington, F. H. Smith and 
John Zaslow. 

Drs. David T. Carr, Edgar A. Haunz, Mary C. Long, 
Allan E. Moe and Irwin M. Vigran, received M.S. 
degrees in medicine. 

Dr. John R. Hodgson received an M.S. degree in 
radiology; Dr. J. J. Hinchey, in orthopedic surgery; Dr. 
John T. Robson, in neurology and psychiatry; Dr. J. 
W. Pender and Dr. William N. Hardman, in anesthesi- 
ology, and Dr. W. S. Green, in dermatology and syphilol- 
ogy. 

Those who received the degrees in absentia were Dr. 
Brown M. Dobyns, Ph.D. in surgery; Drs. A. F. Cast- 
row, Leonard C. Hallendorf, Jack A. Killins, Henry 
R. Thomas, M.S. in surgery; Drs. Natalie M. Briggs, 
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Richard N. Kent, Paul V. Morton, and A. S. Mann, 
M.S. in medicine; and Dr. L. Williams, M.S. in neuro- 
surgery. 


ERRATUM 


Attention is called to an error which occurred in the 
Slyd-Rul sent to physicians recently by Ciba Pharma- 
ceutical Products, Inc., on which the conversion of 
0.49 grains reads 0.25 grams when it should read 0.025 
grams. Slyd-Ruls with this error corrected will be 
sent in replacement as soon as possible. 


HOSPITAL NEWS 

Staff members and associate members of St. Joseph's 
Hospital, Mankato, held their annual banquet and elec- 
tion of officers at the hospital on December 12. 

All the incumbent officers retained their positions 
for the ensuing year by unanimous vote. They are: 
president, Dr. H. Bradley Troost; vice president, Mar- 
shall I. Howard; secretary-treasurer, Dr. Anthony A, 
Schmitz. The members of the executive committee are 
Dr. Alphonse E. Sohmer, chairman; Dr. Roger G. Has- 
sett and Dr. George E. Penn. 

* * * 

Dr. Viktor O. Wilson, Division of Child Hygiene, 
State Department of Health, in collaboration with an 
advisory committee of twenty-three members appointed 
by former Governor Thye, is taking an inventory of 
existing hospitals and making a study of the total hos- 
pital needs for the state. The survey is being made 
in order to qualify for a share of the $75,000,000 an- 
nual appropriation for construction of hospitals which 
is expected to be authorized by Act of Congress. 

* * * 


The management of the More Hospital at Eveleth 
has announced the addition of two members to the staff. 
They are Drs. Carleton W. Leverenz and Lloyd H. Klef- 
stad, both veterans of World War II. 

Dr. Leverenz, who is a graduate of the University of 
Illinois Medical School, interned at Ancker Hospital in 
Saint Paul. He served in the Army Medical Corps 
for five years and was in Japan when the war ended. 

Dr. Klefstad, a native of Duluth where he grew up, 
took his medical degree at Western Reserve University, 
Cleveland, Ohio. He was in the U. S. Navy for three 
years, his assignments taking him practically around the 
world. 

* * * 


Dr. L. Kenneth Onsgard, who recently joined the 
staff of Grandview Hospital in La Crosse, Wisconsin, is 
still practicing at Houston, where he makes his home. 


rmaceuticals 


the Medical Profe Sar 4 


ond Statior e PITTSBURGH 13, PA 





MINNESOTA MEDICINE 








Boo 
Henn 
reviev 
of an 
to ph 





——$<— 


CENCE 
quantit 
of the 
17, N 
“Che 

a new 

Relatio 

of Nev 

and an: 
any Sp 
materi 
in leng 

The 

Econot 
School 
Comps 
while 
nation 
he thi 
from 
as the 
on th 

Mr. 
questi 
public 
pen t 
avera 
know 
that 
it, el 
let is 
point 
as fc 

| 
bein; 
ever 
sura 
tere: 
way 
peoft 


a 















inn, 


the 
na- 


025 
be 














BOOK REVIEWS 


Books listed here become the property of the Ramsey, 
Hennepin and St. Louis County Medical Libraries when 
reviewed. Members, however, are urged to write reviews 
of any or every recent book which may be of interest 
to physicians. 











and DOUBLE CHECK on SICKNESS INSUR- 
T. Weston Walch, Price 25 cents; Special prices in 
ain New York: Public Relations Bureau, Medical Societ 
of the ate of teed York (292 Madison Avenue, New Yor 
17, | -), 194 


aE 
NCE. 


“Check and Double Check on Sickness Insurance” is 
a new pamphlet published December 15 by the Public 
Relations Bureau of the Medical Society of the State 
of New York. The subject is covered in 133 questions 
and answers with a complete index. By use of this index 
any speaker or writer can find, in a few minutes’ time, 
material for a 15-minute talk or an editorial a column 
in length. 

The author, J. Weston Walch, is instructor in 
Economics and Business Law, Portland (Maine) High 
School, and manager of the Platform News Publishing 
Company. He Studied the subject of sickness insurance 
while preparing a handbook for use by participants in 
nation-wide high school debates. Here he gives what 
he thinks are the outstanding points in the controversy, 
from the standpoint of a plain American citizen, just 
as they impressed him in the course of his own work 
on the handbook. 

Mr. Walch was asked to do the job because this 
question will ultimately be decided in the forum of 
public opinion. He is thinking here of what would hap- 
pen to him under compulsory sickness insurance. As an 
average citizen, he doesn’t like it. Legislators already 
know the doctors don’t like it. Here is the evidence 
that the J. Weston Walches of the country don’t like 
it, either. The last question propounded by the book- 
let is, “Mr. Walch, in your study of this subject what 
point strikes you most forcibly?” The author answers 
as follows: 

“IT am most interested in my own health and well- 
being and that of my family. I have tried to examine 
every important point on the subject of sickness in- 
surance on the basis of how I thought my own in- 
terests would be affected. I feel that there are other 


ways of improving the medical care of the American 
people without resorting to government compulsion. 


BOOK REVIEWS 


“You, the reader, should apply the same test—what 
will happen to you—personally. Don’t take anybody's 
Say-so, not even mine. 

“For your own sake, check and double check all the 
facts on this vitally important subject.” 

Says the foreword to this pamphlet: 


“Free of large masses of statistics, and written in a 
colloquial style, the author’s aim is simplification with- 
out distortion. This painstaking work is offered as a 
handbook for community leaders. For this purpose, a 
ready-reference index is provided. The pamphlet is 
intended for editorial writers, radio commentators, min- 
isters, teachers, lawyers and members of Chambers of 
Commerce, Parent- Teachers’ Associations, ‘Women’s 
Clubs, Labor Unions and Granges, as well as doctors 
called upon to speak on the subject.” 


CHILDREN IN THE COMMUNITY. The Saint Paul Ex- 
periment in Child Welfare. U. S. Children’s Bureau, Social 
Security Administration, Federal Security Agency, Washing- 
ton, D. C.: Children’s Bureau, 1946. Freg upon request. 

An experiment that has challenging implications for 
communities in dealing with boys and girls with be- 
havior problems is described in this recent publication of 
the U. S. Children’s Bureau. It tells of the work done 
and the results obtained in Saint Paul, Minnesota, in 
bringing all community resources to bear in a “first 
aid” program for youth in trouble. 

This experimental project, which was initiated by the 
Bureau and developed with the co-operation of social 
agencies in Saint Paul, and carried on from 1937 to 
1943, was confined to a neighborhood of 20,000 per- 
sons. The neighborhood was small enough for study 
purposes and yet large enough to provide a good cross- 
section of a metropolitan community. It represented a 
wide range of nationality and of family income. The 
children involved were typical of those to be found 
anywhere, their behavior problems presenting the usual 
run of truancy, pilfering, school failure, inability to 
get along with other children, and the like. 

The idea back of the Children’s Bureau undertaking 
was to see what might be done “early in the game” to 
get a child and his family the help the community had 
to offer. The schools, the churches, and youth organiza- 
tions, such as Boy and Girl Scouts and the like, were 
involved. So were social and law-enforcement agencies, 
and the community’s health services. All were drawn 
into a plan which called for their referring to the proj- 
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ect—The Community Service for Children—boys and 
girls they knew to be in trouble of one kind or another. 


Altogether some 700 children were given individual 
assistance. For some the project’s role was largely that 
of referring the parents or the teachers or some other 
interested person to a place or person who could help. 
The referral, in most such cases, followed upon a di- 
agnosis by the project. But, for some 400 boys and 
girls much more was done and in many cases over 
a long and difficult period. In four out of five cases, 
an improvement was brought about and in a high pro- 
portion, almost 70 per cent, a change for the better 
was made in the situation causing, or affecting, the 
child’s behavior, thus giving promise of a long-run 
improvement. Significantly, although the juvenile de- 
linquency rate for the city rose, in the section in which 
the project was operating a decline took place. 


The value of the project, the Children’s Bureau re- 
ports, lies in the fact that nothing was done in St. 
Paul that could not be done in other communities. 
Those directing the project simply went into the com- 
munity to try to make a better use of what was at 
hand in the way of services for children. What de- 
veloped that was new was the setting up of a re :rral 
center to serve as a “first-aid station,” as it were, 
for boys and girls in trouble. Any community, the 
Bureau points out, could bring about such a co-ordi- 
nation of its services for children. In small communi- 
ties, it adds, the child welfare worker or some other 
person in a strategic position might well serve as the 
co-ordinator. 


Lacking such a central place, or person, informed 
about all community resources, those dealing with the 
youngsters—parents, teachers, clergymen, welfare off- 
cials, court officials and police officers—are thrown back 
upon their own resources. They often do not know 
how to go about seeking help. The Saint Paul project 
showed how they could get help, and, as a result, many 
children were benefited. 
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Industrial Integration 
(Continued from Page 175) 

Abnormal chest sounds. 

Abnormal heart sounds. 

Abnormal blood pressures. 

The presence of hernia. 

The nervous system’s stability without go- 

ing into the field of psychiatric medicine. 


wh wN 


Finally, either as the result of information 
gained during a pre-employment examination, or 
as the result of an industrial illness or accident, 
the physician must create confidence in the appli- 
cant or injured worker. Ideally, the medical in- 
dustrialist should write to the applicant’s per- 
sonal physician and acquaint him with any patho- 
logical processes found. He should attempt to 
appraise disability in terms of days or weeks or in 
the degree of loss of function to expect. He 
should neither undertreat nor overtreat. The in- 
dustrial physician and surgeon must have a defi- 
nite objective: to return the injured employe to 
his former employment as speedily as is in keep- 
ing with sound medical and surgical practices. 
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The Mary E. Pogue Schooi 


Complete facilities for training Retarded and 
Epileptic children educationally and __ socially. 
Pupils per teacher strictly limited. Excellent 
educational, physical and occupational therapy 
programs. 

Recreational facilities include riding, group 
games, selected movies under competent super- 
vision of skilled personnel. 


Catalogue on request. 
G. H. Marquardt, M.D. 
Medical Director 


26 Geneva Road, Wheaton, Illinois 
(Near Chicago) 


Barclay J. MacGregor 
egistrar 
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Classified Advertising 





PHYSICIAN WANTED —Prefer one interested in 
x-ray and internal medicine. Salary to start and part- 
nership in small group, if congenial. Address E-6, 
care MINNESOTA MEDICINE, 


FOR SALE—First selection hang-up mounting skeleton. 
Price quoted by instrument dealer, $155.00. What am 
I offered? E. Sydney Boleyn, M.D., Stillwater, Min- 
nesota. 


WANTED TO BUY—Binocular microscope. Contact 
Dr. C, W. Freeman, Pathology Department, Univer- 
sity of Minnesota, Minneapolis 14, Minnesota. Tele- 
phone Main 8551—Ext. 251 or Bridgeport 0919. 


FOR SALE—Pavex machine, like new. Sacrifice, 
$85.00. Address E-5, care Minnesota MEDICINE. 


FOR SALE—Large assortment of surgical instruments, 
practically new. One OB retraction forceps. Address 
Mrs. James E. Arnold, 2840 Humboldt Avenue South, 
Minneapolis 8, Minn. 


DOCTORS’ OFFICES FOR RENT—Choice established 
location in Minneapolis. Address E. B. Freeman, 2706 
East Lake Street, Minneapolis 6, Minnesota. Tele- 
phone Drexel 0311. 


PHYSICIAN WANTED—To associate with or be- 
come partner of resident physician, or to buy very 
good practice in thriving town twenty-five miles from 
Twin Cities. Address E-7, care MINNESOTA MEDICINE. 


OFFICE SPACE FOR RENT—Downtown Saint Paul. 
Two rooms with adjoining waiting room, shared by 
two physicians. Laboratory and x-ray available. 
Low overhead. Excellent opportunity. Address E-8, 
care MINNESOTA MEDICINE. 


MOBILE SPEECH CLINIC 
UNDERTAKES SURVEY 


(Continued from Page 189) 


patient again, there is no need for further consultation. 
So after the prescribed medicine is gone, the infected 
ear is ignored until the child’s hearing is impaired; or 
parents who were advised to “give your child time” to 
learn to talk give him years while his disability grows 
more and more impervious to treatment. 


But University and Minnesota Association officials are 
convinced that public education can alert the general 
population to the vital necessity for early diagnosis and 
correction of such handicaps. And that, in the’ long 
run, is exactly what the Mobile Speech Clinic hopes to 
accomplish. 


MISCELLANEOUS 


BOMBAY TO BROOKLYN 


Nature’s medicine chest is a worldwide reservoir. 
From Bombay to warehouses in Brooklyn come the 
hard, bitter seeds of the nux vomica tree, used as a 
stimulant and general tonic. The fruits are collected in 
India by tribal natives, who clean, dry and sort the 
nux vomica seeds in crude trays before shipment. 

Ipecac, the dried roots of the ipecacuanha, a low 
struggling shrub with emetic and expectorant properties 
comes from the moist, woody areas of Brazil, Bolivia 
and Colombia. 

Thyme, the aromatic herb, dots the fields of Italy, 
France and Spain. Its leaves and flowertops produce 
a soothing oil used in some proprietary medicines in 
connection with bronchitis and whooping cough. 

The Alps, Pyrenees and Vosges of Europe are 
speckled with the greenish-white flowers of sweet- 
smelling angelica and the yellow gentian, or felwort. 
The seed of the former becomes a carminative and 
tonic. The gentian root, pulled up in summertime and 
heaped on the ground to ferment, is a bitter tonic. 
Also flourishing in these mountains is the poisonous 
monkshood, prescribed under the name of aconite for 
fevers and heart conditions. 

Purgative plants have similar backgrounds. Senna, 
a constituent of some laxative preparations, is the 
sun-dried leaflets of a flowering yellow shrub, knee 
high, which thrives on the heat of the Nile Valley as 
well as in India. Arabian senna leaves are picked twice 
a year, crammed into large palin leaf sacks and trans- 
ported across the desert by camel back to the market 
places of Port Sudan and Alexandria. 

Aloe, a cathartic whose succulent pale green leaves 
are snipped open and drained into kettles to produce a 
dried juice, is shipped in gourd shells frora Socotra 
Island, Africa, and from Curacao. 


Jalap, the potent purgative, is the dried, tuberous 
root of a plant grown 6,000 feet above sea level 
near the city of Jalapa in Vera Cruz. The roots, 
having been dried out over the hearths of native 
Indian huts, have a distinct smoky taste. 

Agar-agar, a bulk-producing agent as well as a 
bacteria culture medium in research laboratories, is 
cultivated by Japanese deep-sea divers fathoms beneath 
the ocean surface. This peculiar seaweed produces a 
mucilaginous substance which is carried up into the 
dry-cold air of the Japanese mountains to be dehy- 
drated and extruded into long, flat strands. 

Frangula, the bark of the European buckthorn shrub, 
irritant psyllium seeds from the Mediterranean and 
cassia pulp of the pods from the puddingpipe tree in 
the East Indies are among other laxative herbs from 
distant sources. 

Cloves, a good mixer with drugs, is a spice made 
of the dried flower buds of the evergreen clove tree in 
the Philippines and -Molucca Islands. In Zanzibar, 
natives secure the pungent buds by thrashipg the trees 
with bamboo rods. The cloves are spread out on mats 
to dry in the sun before being baled for export. 

Many of these roots, leaves, seeds and flowers are 
also used in flavoring foods, as condiments, and in per- 
fumes. Aromatic myrrh, for instance, the sweet-scented 
gum drawn from myrrh trees in Somaliland, has triple 
duty: as a flavoring extract, as a perfume and as an 
antiseptic in dentifrices and mouth washes.—O.P.I. 
Bulletin, August, 1946. 
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National Placement Sonwice... 


PART TIME—TEMPORARY—PERMANENT 


When in need of a PHYSICIAN, DENTIST, OFFICE NURSE, TECHNICIAN, MEDICAL SECRETARY, or 
OTHER PERSONNEL for medical and dental offices, clinics, and hospitals contact— 


Minneapolis, Minn—GE. 7839 The Medical Placement Registry 
OLIVE H. KOHNER, Director 


FOR HOSPITALS — CLINICS — PHYSICIANS’ : 
AND DENTISTS’ OFFICES 


525 Hamm Building 
St. Paul, Minn.—GA, 6718 
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Epithelial Neoplasms of the 


Appendix 
(Continued from Page 178) 


7. McWilliams, C. A.: Primary carcinoma of vermiform ap- 
pendix; a study of 90 cases, three previously unpublished, 
Am, J. M. Sc., 135:822-850, 1908. 
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TAILORS TO MEN 
SINCE 1886 


The finest imported and 
domestic woolens such as 
SCHUSLER’S have in stock 
are not too fine to match 
the hand tailoring we al- 
ways have and always 
will employ. 


J.T. SCHUSLER co. 


379 Robert St. St. Paul 





George Dejmek 








RELIABILITY! 


For years we have maintained 
the highest standards of qual- 
ity, expert workmanship and exact- 
ing conformity to professional speci- 
fications . . . a service appreciated 
by physicians and their patients. 
ARTIFICIAL LIMBS, TRUSSES, 
ORTHOPEDIC APPLIANCES, 
SUPPORTERS, ELASTIC HOSIERY 


Prompt, painstaking service 


BUCHSTEIN-MEDCALF CO. 


233 So. 6th Street Minneapolis 2, Minn. 
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SHOULD VITAMIN D BE 
GIVEN ONLY TO INFANTS? 


ITAMIN D has been so successful in preventing rickets during in- 
fancy that there has been little emphasis on continuing its use after 
the second year. 


But now a careful histologic study has been made which reveals 
a startlingly high incidence of rickets in children 2 to 14 years old. 
Follis, Jackson, Eliot, and Park* report that postmortem examina- 
tion of 230 children of this age group showed the total prevalence 
of rickets to be 46.5%. 


Rachitic changes were present as late as the fourteenth year, and 
the incidence was higher among children dying from acute disease 
than in those dying of chronic disease. 

The authors conclude, “We doubt if slight degrees of rickets, 
such as we found in many of our children, interfere with health 
and development, but our studies as a whole afford reason to pro- 
long administration of vitamin D to the age limit of our study, the 
fourteenth year, and especially indicate the necessity to suspect and 


to take the necessary measures to guard against rickets in sick 
children.” 


*R. H. Follis, D. Jackson, M. M. Eliot, and E. A. Park: Prevalence of rickets in children 
between two and fourteen years of age, Am. J. Dis. Child. 66:1-11, July 1943. 














MEAD’S Oleum Percomorphum With Other Fish-Liver Oils and Viosterol 
is a potent source of vitamins A and D, which is well taken by older 
children because it can be given in small dosage or capsule form. This 
ease of administration favors continued year-round use, including 
periods of illness. 

MEAD’S Oleum Percomorphum furnishes 60,000 vitamin A units and 
8,500 vitamin D units per gram. Supplied in 10- and 50-c.c. bottles and 
bottles of 50 and 250 capsules. Ethically marketed. 


MEAD JOHNSON & COMPANY, Evansville 21, Ind., U.S.A. 


MINNESOTA MEDICINE 


HI! 
tu: 
Mary’: 
of tw 
clusivé 
went 
currec 
tion. 
morta 
ma | 
be a 
ditior 
Only 
rate. 
Ne 
the « 
many 
Gros 
able 
Smit 
port 
It n 
the 
chil 
by 
con 
aler 
whi 
a li 
4 
oft 
ent 
thi: 


F 
Ped 


M. 





